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SUMMARY 1

Summary

In 1985, 76.2 percent of all U.S. infants were horn to women who began
prenatal care in the first trimester of pregnancy, 18.1 percent to women who
delayed care until the second trimester, 4.0 percent to women who obtained care
only in the third trimester, and 1.7 percent to mothers who had no prenatal care
at all. When vital statistics are analyzed to determine rates of adequate care
rather than trimester of onset, a slightly different picture emerges. In 1985, only
68.2 percent of all women obtained adequate prenatal care, 23.9 percent had an
intermediate level of care, and 7.9 percent of all pregnant women had
inadequate care.”

Trends in the use of prenatal care from 1969 to 1980 show steady
improvement in the percentage of births to mothers obtaining prenatal care in
the first trimester of pregnancy. Since 1980, however, this percentage has
remained stable or decreased. Among black women, declines in early use of
prenatal care were registered in 1981, 1982, and 1985.

More troubling is that since 1980, there has been an increase in the
percentage of births to women with late or no prenatal care. Although this

* In this summary, as in the full report, the terms "adequate, intermediate, and
inadequate" prenatal care refer to the classification scheme developed by Kessner, and
the terms "early, delayed, and late" refer to prenatal care that begins in the first, second,
and third trimesters of pregnancy, respectively. The term "insufficient prenatal care" is a
general label used to describe care that is neither adequate nor begun early in pregnancy.
All such terminology is discussed in detail in Chapter 1.
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SUMMARY 2

trend applies to all races, the increase is more pronounced among black women.
In 1981, 8.8 percent of births to black women were in this category; by 1985,
10.3 percent were.

These trends present important challenges to public policy and to the
health care system for several reasons. First, there is widespread agreement that
prenatal care is an effective intervention, strongly and clearly associated with
improved pregnancy outcomes; moreover, available evidence suggests that
prenatal care is especially important for women at increased medical or social
risk, or both. Second, prenatal care is cost-effective. In a 1985 report, for
example, the Institute of Medicine calculated that each dollar spent on
providing more adequate prenatal care to low-income, poorly educated women
could reduce total expenditures for direct medical care of their low birthweight
infants by $3.38 during the first year of life; the savings would result from a
reduced rate of low birthweight. Finally, the importance of prenatal care is
confirmed by international comparisons. Many other countries (particularly
Japan and most Western European countries) provide prenatal care to pregnant
women as a form of social investment, with minimal barriers or preconditions
in place. As a consequence, very high proportions of women in these countries
begin prenatal care early in pregnancy.

STUDY FOCUS

Faced with evidence of prenatal care's value and cost-effectiveness, and
with data revealing poor and declining use of this key service, in the summer of
1986 the Institute of Medicine convened an interdisciplinary committee, the
Committee to Study Outreach for Prenatal Care, to study ways of drawing more
women into prenatal care early in pregnancy and of sustaining their
participation until delivery. The Committee was asked to focus particularly on
outreach as a means for increasing the use of prenatal services. In keeping with
conventional understanding, outreach was defined in the study to include
various ways of identifying pregnant women and linking them to prenatal care
(casefinding) and services helping them remain in care once enrolled (social
support).

The Committee's work, however, and the resulting report were not
confined to outreach. It became evident early in the study that this service
cannot be studied in isolation from the larger maternity care system within
which it occurs and that, as a result, the study had to embrace aspects of the
surrounding environment. The Committee's conclusions and recommendations
are not limited to outreach, therefore, but also touch on issues of maternity care
financing and organization. The report's major sections cover demographic risk
factors, barriers to the use of prenatal care,
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SUMMARY 3

women's perceptions of barriers to care, providers' opinions about the factors
that account for delayed care, multivariate analysis of predictors of prenatal care
use, and lessons learned from a variety of programs that attempt to improve
utilization of this basic health service.

DEMOGRAPHIC RISK FACTORS

Several demographic risk factors are closely associated with insufficient
prenatal care:

Minority Status

Among white women giving birth in 1985, 79.4 percent began care in the
first trimester of pregnancy and 4.7 percent received late or no care. Black
women were far less likely than white women to begin care early (61.8 percent)
and twice as likely to receive late or no care (10.1 percent versus 4.7 percent).
Hispanic mothers are substantially less likely than non-Hispanic white mothers
to begin prenatal care early and are three times as likely to obtain late or no
care. Moreover, Hispanic mothers as a group are more likely than non-Hispanic
black mothers to begin care late or not at all. American Indian women are more
likely than either white or black women to obtain late or no care.

Age
Young mothers are at high risk of obtaining late or no prenatal care, with
the greatest risk for the youngest mothers, those under 15. Mothers age 40 and
over are less likely than mothers age 25 to 39 to begin care in the first trimester
and more likely to obtain care late or not at all.

Education

Timing of the first prenatal visit correlates highly with educational
attainment. In 1985, 88 percent of mothers with at least some college education
began care early in pregnancy, compared with 58 percent of mothers who had
less than a high school education. The probability that a pregnant woman will
obtain care late or not at all decreases steadily as her educational level increases.

Birth order

The more children a woman has had, the more likely she is to obtain
insufficient care or none at all. In 1985, nearly 5 percent of both first and
second children were born to mothers who obtained late or no care. About 6
percent of third births fell into this category, however, and the numbers
increased to 9 and 14 percent for fourth and fifth children, respectively.

Marital status

Unmarried mothers are more than three times as likely as married mothers
to obtain late or no prenatal care (13.0 and 3.4 percent,
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respectively, in 1985). Unmarried white mothers are almost four times as likely
as married white mothers to obtain late or no care; and unmarried black mothers
are twice as likely as married black mothers to obtain late or no care. Among
unmarried mothers, women of Hispanic origin are most likely to obtain late or
no care, followed by white non-Hispanic and then black non-Hispanic mothers.
The correlation of unmarried status with insufficient prenatal care has become
more salient in recent years as childbearing among unmarried women has
increased, reaching an all-time high of 828,000 births (about 22 percent of all
births) in 1985.

Income

Poverty is one of the most important correlates of insufficient prenatal
care. Women below the federal poverty level consistently show higher rates of
late or no care and lower rates of early care than women with larger incomes.
Given that one-third of all U.S. births are to women with incomes less than 150
percent of the federal poverty level, the consistent correlation of low income
with insufficient prenatal care is of major importance and forms the basis of
many Committee recommendations.

Geographic location

Insufficient prenatal care is concentrated in certain geographic areas, most
often inner cities and isolated rural areas. States vary in their rates of early and
late entry into care, and great diversity in use of prenatal care can exist within
states, counties, cities and even neighborhoods.

BARRIERS TO THE USE OF PRENATAL CARE

Four categories of obstacles to full participation in prenatal care can be
described: (1) a set of financial barriers ranging from problems in private
insurance and Medicaid to the complete absence of health insurance; (2)
inadequate capacity in the prenatal care systems relied on by many low-income
women; (3) problems in the organization, practices, and atmosphere of prenatal
services themselves; and (4) cultural and personal factors that can limit use of
care.

Financial Barriers

Women with private health insurance are more likely to obtain adequate
prenatal care than uninsured or Medicaid-enrolled women, but many women do
not have access to employer-based group coverage (the most common means of
obtaining private insurance). Even when such coverage is available, the cost to
the employee may be too high to enroll or coverage may not include maternity
care or require substantial cost sharing.
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The Medicaid program is the largest single source of health care financing
for the poor and is believed to be primarily responsible for the increased use of
medical services by low-income individuals since its enactment in 1965.
Natality data from 1969 (shortly after Medicaid was enacted) and 1980 show
significant increases in the proportion of pregnant women seeking care in the
first trimester. Medicaid has been particularly important in increasing minority
access to prenatal care.

Despite such favorable trends, data also show that women covered by
Medicaid do not obtain prenatal care as early in pregnancy or make as many
visits to providers as women with private insurance. At least three reasons have
been offered for this differential. The Medicaid enrollment process is so time-
consuming that a woman may be well into her pregnancy before her eligibility
is established. Second, Medicaid-insured women rely more heavily on clinics
for prenatal care, and these clinics are often overburdened and unable to
schedule appointments promptly; similarly, the number of physicians accepting
Medicaid-enrolled pregnant women has always been limited and in some areas
is decreasing. Finally, women on Medicaid are characterized by numerous
demographic factors associated with insufficient prenatal care, including being
unmarried, having less education, being under 20, and being in fair or poor
health. Given these attributes of the Medicaid population, health insurance
alone is unlikely to close the gap between their use of health services and that of
more affluent women with private coverage.

A substantial proportion of the poor is not covered by Medicaid. In fact, in
1988, the average income eligibility ceiling for Medicaid was only 49 percent
of the federal poverty level. In addition, the proportion of the poor covered by
Medicaid has decreased: it is estimated that in 1976, 65 percent of the poor
were covered by Medicaid; in 1984, the comparable figure was 38 percent.
Congress has expanded Medicaid eligibility for pregnant women through
numerous laws passed in the mid-1980s. One of the most important reforms in
these laws severs the link between Medicaid and AFDC (that is, Aid to Families
with Dependent Children—welfare). Thus, some women may now become
eligible for Medicaid even if they are not eligible for AFDC, and states have the
opportunity to increase Medicaid eligibility for targeted subgroups, and to
receive federal matching funds, without increasing AFDC program costs.

Between the group covered by private insurance and the group enrolled in
Medicaid are the uninsured. By the mid-1980s, more than 37 million Americans
were completely uninsured, and women of childbearing age are
disproportionately represented among them. An estimated 26 percent of women
of reproductive age (14.6 million) have no insurance to cover maternity care,
and two-thirds of these (9.5 million) have no health insurance at all. Of poor
women, 35 percent are completely uninsured.
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Women with no insurance face significant obstacles to obtaining prenatal
services and must rely on free or reduced-cost care from willing private
physicians or from health department clinics and other settings usually financed
by public funds. Unfortunately, the proportion of women age 15 to 44 who are
uninsured is likely to grow.

Inadequate System Capacity

Numerous reports document inadequate numbers of, and long waiting
times for appointments at, such facilities as Community Health Centers and
health department clinics—settings that have traditionally provided prenatal
care to those unable or unwilling to use the private care system. Similarly, there
appears to be a growing demand for prenatal services in clinics—a picture
consistent with the increasing number of women of reproductive age without
adequate private health insurance and the decreasing number of private
providers caring for Medicaid-enrolled and other low-income women. Adequate
or even excess capacity can exist for affluent women in the same geographic
area as inadequate capacity for low-income women.

Limited availability of maternity care providers is a major contributor to
the capacity problem. Many areas of the country have few or no obstetricians in
practice. Large numbers of obstetricians will not take patients who are
uninsured, and many do not accept Medicaid clients. An important reason for
this disinclination is that Medicaid reimbursement rates are often very low and
represent only a fraction of cost or of privately reimbursed fees. The increase in
malpractice insurance premiums and a growing concern about the risk of
malpractice litigation are also associated with the increasing number of
providers who have discontinued or appreciably reduced their obstetrical
practice. In some communities, particularly those with poorer populations and
no teaching or public facilities, obstetrical care may be disappearing entirely.

Organization, Practices, and Atmosphere of Prenatal Services

Use of prenatal care can also be limited by the way services are organized
and provided at the delivery site. Common barriers include inadequate
coordination of services (such as poor links among health department clinics,
private physicians, and such other service systems as welfare and housing);
problems in securing Medicaid (the application and enrollment process can
often be time-consuming and difficult, and eligible women may know little
about the program or how and where to apply); and a host of classic access
barriers well known to limit use of not only prenatal care but also health
services generally (including transportation problems, difficulties in arranging
child care, service hours that do not accommodate the schedules of women who
work or go to school, long waits in clinics,
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communication problems between providers and clients, language and cultural
barriers, unpleasant surroundings, and lack of easily accessible information
about where to go for prenatal care).

Cultural and Personal Barriers

Use of prenatal care can be limited by a woman's attitudes toward her
pregnancy and toward prenatal care, her cultural values and beliefs, a variety of
other personal characteristics often called life-style, and certain psychological
attributes. Attitudes toward pregnancy that may influence efforts to seek
prenatal care include whether the pregnancy is planned or unplanned and
whether the woman views her pregnancy positively or negatively. These are
particularly important issues because more than half of all pregnancies in the
United States are unplanned. In addition, not all women believe that prenatal
care is important and worth the effort to seek it out. Some believe that care is
needed only if a pregnant woman feels ill; among some cultures, pregnancy is
regarded as a healthy condition not requiring medical treatment or advice from
a health care provider. A few women may actually be unaware of what prenatal
care is or what the signs of pregnancy are. Previous, unsatisfying experiences
with prenatal services may also act as a deterrent.

Pregnant women may avoid prenatal care because they fear providers or
medical procedures, because they fear others' reactions to the pregnancy, or
because they fear that their illegal status in the country will be discovered.
Pregnant women who are aware that such personal habits as drug and alcohol
abuse, heavy smoking, and eating disorders place their health and that of their
babies at risk may also avoid care because they anticipate sanction or pressure
to change. Unfortunately, numerous reports detail alarming increases in the
proportion of women, including pregnant women, who abuse heroin and
cocaine and in the number of babies born with varying degrees of addiction.

Having friends and family to offer emotional support and tangible
assistance, and having well-developed skills in overcoming isolation, may
minimize or eliminate barriers to prenatal care; lack of these assets, particularly
when combined with poverty, may constitute a barrier to care in and of itself.
Homeless women, for example, have very poor rates of prenatal care use.
Stress, depression, and denial may also decrease a woman's ability to seek
prenatal care.

BARRIERS TO CARE: WOMEN'S AND PROVIDERS'
PERSPECTIVES

Although numerous barriers to prenatal care have been noted in many
studies, the relative importance of these barriers to women themselves is
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not as well documented. Few reports on obstacles to prenatal care cite
"consumer" views, and programs aimed at increasing participation in care are
often designed without careful assessment of women's experiences with
maternity care. To help fill this gap, the Committee synthesized the findings of
numerous studies of women who had obtained insufficient prenatal services and
who had been queried about factors they felt had caused their delay in entering
care.

Financial barriers—particularly inadequate or no insurance and limited
personal funds—were the most important obstacles reported in 15 studies of
women who received insufficient care. Transportation problems also emerged
as major barriers. A very important message from these studies is that many
women who obtained insufficient care attach a low value to prenatal services.
Other barriers that frequently appeared include some variation on "I didn't know
I was pregnant," inhospitable institutional practices (such as inconvenient hours
and long waits in clinics), limited provider availability, and dislike or fear of
prenatal care.

In six studies of women who obtained no prenatal care at all, financial
barriers were again the most commonly cited obstacle. The second most
common was a low value placed on prenatal care. Other barriers frequently
reported by these women include transportation difficulties, inhospitable
institutional practices, and a dislike or fear of prenatal services.

The Committee reviewed three studies that assessed teenagers' views of
barriers to prenatal care. These studies suggest that such internal factors as fear,
shame, and denial may well overshadow financial obstacles to care, at least at
the outset. Given their youth, adolescents may also be particularly likely to
know little about prenatal care and to place a low value on what they do know
of it. Common sense suggests that when adolescents actually try to seek care,
the problems of limited personal funds and no insurance also loom large.

A 1987 survey conducted by the American College of Obstetricians and
Gynecologists studied whether obstetricians see barriers to prenatal care in
roughly the same way their clients do. In general, the survey found notable
agreement between clients and providers. The most important obstacle to care
cited by the obstetricians was financial problems followed by a belief that
prenatal care is not necessary.

MULTIVARIATE ANALYSIS

The Committee reviewed 12 studies that used multivariate analysis to
determine predictors of prenatal care use. The value of this analytic technique is
that it can consider the combined effects of demographic risk factors, general
barriers to care, and the reasons offered by women about
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why they obtained insufficient care. Although results of the 12 analyses could
not be pooled, several themes emerged. Poverty (especially as represented by
inadequate or no health insurance) was a consistently important predictor of
insufficient care. Except for race, all of the other demographic risk factors noted
earlier were also found to predict insufficient care in many of the studies, along
with unintended pregnancy and a low opinion of prenatal services. Despite the
clear value of these studies in defining key risk factors and in defining target
groups, there is need for more sophisticated understanding of the factors
influencing use of this key health service.

IMPROVING THE USE OF PRENATAL CARE: PROGRAM
EXPERIENCE

The Committee studied 31 programs that have tried to improve
participation in prenatal care. These programs were divided into five groups,
depending on their major emphasis:

1. reducing financial obstacles to care;

2. increasing the basic capacity of the prenatal care system relied on by
many low-income women;

3. improving institutional practices to make services more easily accessible
and acceptable to clients;

4. identifying women in need of prenatal care (casefinding) through a wide
variety of methods, including hotlines, community canvassing using
outreach workers or other paraprofessional personnel, cross-agency
referrals, and the provision of incentives; and

5. providing social support to encourage continuation in prenatal care and
smooth the transition into parenthood.

The last two categories include the majority of activities generally viewed
as outreach. Consonant with the Committee's charge, a special effort was made
to examine programs in these categories.

The objective of studying a given program was not merely to understand
its approach to improving access, but also to determine which activities
appeared effective, with what populations, and under what circumstances.
Program effectiveness was measured in terms of the month of pregnancy in
which prenatal care was begun or the number of prenatal visits or both.
Programs that had assessed their impact using only birth outcome measures
(such as length of gestation, birthweight, Apgar score, or infant mortality) were
excluded from the group of programs studied.

Unfortunately, the data available to judge program effectiveness are rarely
excellent and often inadequate. Most programs have few funds for
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evaluation; when unrestricted dollars are available, service demands usually
take precedence. Even the few evaluated programs reviewed by the Committee
seldom used randomization techniques or other strong research designs to
assess program effects. Selection bias, in particular, clouds most evaluations.
Moreover, because many programs are complex, it is often difficult to
distinguish the impact of individual elements.

This is not to say, however, that no judgment could be made regarding
program effectiveness. The Committee concluded that each of the five types of
programs can succeed in bringing women into prenatal care and maintaining
their participation. It is nonetheless true that the success of many programs is
modest, often because they are anomalies in a complicated, fragmented network
of maternity services characterized by pervasive financial and institutional
obstacles to care. The Committee was struck by the amount of effort these
disparate programs involve, the degree of personal dedication required of their
leaders, and the difficulties many have had to overcome to make progress. The
goal of early and continuous use of prenatal care by pregnant women may seem
straightforward and obviously sensible, but attaining it in the United States at
present is proving to be an arduous task.

More specific conclusions were also drawn about the five types of
programs. With regard to the first category—removing financial barriers to care-
the Committee noted how few programs could be identified that take this direct
approach to improving participation in prenatal care, despite the salience of
financial obstacles. Most try to ease financial barriers by enlarging the clinic
systems relied on by low-income pregnant women, rather than by enabling them
to use provider systems already in place, including physicians in private practice.

The program data also suggest that increasing the capacity of the prenatal
care systems relied on by low-income women can improve utilization among
this population. Nurse-practitioners, certified nurse-midwives, and other mid-
level practitioners are often central to this approach.

With regard to the third programmatic approach—revising internal
procedures and policies—the Committee found very persuasive data that
institutional modification can improve participation in prenatal care
substantially. The programs reviewed in this category underscore the
importance of how clients are treated, what the clinic or office procedures are,
and what the atmosphere of the setting is.

The fourth cluster of programs reveals great variety in casefinding
methods. Data from projects that conduct casefinding with outreach workers
and similar personnel suggest that the number of clients recruited is often low
and that the cost per client enrolled can be very high, particularly in highly
mobile urban settings; nonetheless, outreach workers

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/731.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the
original typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be

retained, and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

aching Infants

SUMMARY 11

can sometimes find the hardest-to-reach women. Program managers report that
outreach workers can be difficult to recruit, train, supervise, and motivate, and
that only the most skilled and persistent are likely to succeed. Both funders and
program planners tend to underestimate the costs and complexity of using this
means of casefinding.

Hotlines appear to be meeting a real need and their success shows that the
telephone has great potential for casefinding. When hotline workers follow-up
on referrals and attempt to solve the problems faced by their callers in securing
care, they can help to overcome major barriers. Casefinding through cross-
program referrals can also improve participation in prenatal care. Close
cooperation between prenatal services and pregnancy testing services, pediatric
services, and WIC sites (that is, sites administering the Special Supplemental
Food Program for Women, Infants, and Children) seems particularly useful.

The Committee found little evidence that incentives in kind or in cash
brought women into care, although the amount of data available in this area is
extremely limited. Programs that use this approach generally report that the
women are appreciative, but program staff do not think the incentives
themselves are the primary factor in initiating or maintaining care.

The final category of projects reviewed emphasizes social support,
principally as a means of encouraging women to continue care. Program data
indicate that this approach can result in an increased number of prenatal visits.
Populations at greatest risk of insufficient prenatal care, such as young
teenagers and low-income minority women, often require significant social and
emotional support, information, advice, and caring. Those providing such
assistance through health care or social service agencies are well positioned to
urge pregnant clients to seek and remain in prenatal care and to comply with the
recommendations of their health care providers.

Program Implementation and Evaluation

Many program leaders face major difficulties in implementing and
maintaining programs. Problems fall into five groups: planning programs,
finding financial and community support, dealing with bureaucracies, recruiting
and keeping personnel, and sustaining momentum. The Committee also found
that virtually all programs struggle with evaluation—what to evaluate, how to
build data collection into routine program activities, how to enlist staff in the
process of evaluation when providing service is their primary focus, and, above
all, how to find adequate money, staff, and time to do high-quality evaluation
studies. Some programs that believed they were evaluating their activities
properly were found, on
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closer examination, to be using inadequate evaluation designs, yielding data of
limited value. The net result is that the quality of most program evaluation
reviewed by the Committee was poor and that considerable energy was being
wasted.

CONCLUSIONS AND RECOMMENDATIONS

The data and program experience reviewed by the Committee reveal a
maternity care system” that is fundamentally flawed, fragmented, and overly
complex. Unlike many European nations, the United States has no direct,
straightforward system for making maternity services easily accessible.
Although well-insured, affluent women can be reasonably certain of receiving
appropriate health care during pregnancy and childbirth, many women cannot
share this expectation. Low-income women, women who are uninsured or
underinsured, teenagers, inner-city and rural residents, certain minority groups,
and other high-risk populations are likely to experience significant problems in
obtaining necessary maternity services.

The Committee concludes that in the long run, the best prospects for
improving use of prenatal care—and reversing current declines—lie in
reorganizing the nation's maternity care system. Although a new system may
include some elements of the existing one, the Committee specifically
recommends against the current practice of making incremental changes in
programs already in place. Instead, it argues for fundamental reform. Several
ways are available for designing the specific components of a new system, but
no such work should proceed until the nation's leaders first make a commitment
to enact substantial changes. A deeper commitment to family planning services
and education should accompany improvements in the maternity care system.

In the short term, the Committee urges strengthening existing systems
through which women secure prenatal services. This includes simultaneous
actions to:

1. remove financial barriers to care;

2. make certain that basic system capacity is adequate for all women;

3. improve the policies and practices that shape prenatal services at the
delivery site; and

4. increase public information and education about prenatal care.

Federal leadership of this four-part program is essential, supplemented by
state action to ensure the availability of prenatal services to all residents.

* That is, the complicated network of publicly and privately financed services through
which women obtain prenatal, labor and delivery, and postpartum care.
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Even if all four system changes were implemented, however, there would
still be some women without sufficient care because of extreme social isolation,
youth, fear or denial, drug addiction, cultural factors, or other reasons. For these
women, there is a clear need for casefinding and social support to locate and
enroll them in prenatal services and to encourage continuation in care once
begun. These outreach services, supplementing a well-designed, highly
accessible system of prenatal services, can help draw the most hard-to-reach
women into care.

Unfortunately, though, outreach is often undertaken without first making
certain that the basic maternity care system is accessible and responsive to
women's needs. Too often, communities organize outreach to help women over
and around major obstacles to care rather than removing the obstacles
themselves. To fund outreach in isolation and hope that it alone will accomplish
major improvements in the use of prenatal services is naive and wasteful.

In support of this general view, the Committee makes a number of
recommendations regarding program management, evaluation, and research.
The Committee concludes that not all programs should have to muster the funds
and expertise to conduct formal evaluation studies. For those that choose to do
so, a higher quality of effort is needed than that exhibited by most of the
programs reviewed. With regard to research, the Committee specifically urges
that no more research be conducted to demonstrate the importance of financial
and other institutional barriers to care. The Committee does, however, suggest
six specific research topics (see recommendation 14 below) and recommends
that the current practice of securing funds for services under the guise of
research cease.

SPECIFIC RECOMMENDATIONS

The full report includes 14 major recommendations; most have one or
more subsidiary recommendations not included in this brief summary.

1. We recommend that the nation adopt as a new social norm the principle
that all pregnant women—not only the affluent—should be provided
access to prenatal, labor and delivery, and postpartum services
appropriate to their need. Actions in all sectors of society, and clear
leadership from the public sector especially, will be required for this
principle to become a clear, explicit, and widely shared value.

2. We recommend that the President, members of Congress, and other
national leaders in both the public and private sectors commit
themselves openly and unequivocally to designing a new maternity care
system—or systems—dedicated to drawing all women into prenatal care
and providing them with an appropriate array of health and social
services throughout
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pregnancy, childbirth, and the postpartum period. Although a new
system might build on existing arrangements, long-term solutions
require fundamental reforms, not incremental changes in existing
programs.

3. We recommend that more immediate efforts to increase participation in
prenatal care emphasize four goals: eliminating financial barriers to
care, making certain that the capacity of the maternity care system is
adequate, improving the policies and practices that shape prenatal
services at the site where they are provided, and increasing public
information about prenatal care. (In recommendations 5 through 8, each
of these four goals is developed more fully.)

4. We recommend that the federal government provide increased
leadership, financial support, and incentives to help states and
communities meet the four goals we advocate (recommendation 3). In a
parallel effort, states should accept responsibility for ensuring that
prenatal care is genuinely available to all pregnant women in the state,
relying on federal assistance as needed in meeting this responsibility.

5. We recommend that top priority be given to eliminating financial
barriers to prenatal care. (More specific recommendations are directed
toward Medicaid, the various federal grant programs, state and local
health departments, and private insurance.)

6. We recommend that public and private leaders designing policies to
draw pregnant women into prenatal care make certain that services are
plentiful enough in a community to enable all women to secure
appointments within two weeks with providers close to their homes.
(Numerous methods for achieving this goal are suggested.)

7. We recommend that those responsible for providing prenatal services
periodically review and revise office or clinic procedures to make
certain that access is easy and prompt, bureaucratic requirements
minimal, and the atmosphere welcoming. Equally important, services
should be provided to encourage women to continue care. Follow-up of
missed appointments should be routine, and additional social supports
should be available where needed. (Many suggestions are made to
improve institutional practices at the delivery site.)

8. We recommend that public and private groups—government,
foundations, health services agencies, professional societies, and others—
invest in a long-term, high-quality public information campaign to
educate Americans about the importance of prenatal care for healthy
mothers and infants and the need to begin such care early in pregnancy.
The campaign should carry its message to schools, the media, family
planning and other health care settings, social service networks, and
places of employment. Additional campaigns should be aimed at the
groups at highest risk for insufficient care. Whether directed at the entire
population or a specific subgroup, public information campaigns should
always include specific
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10.

11.

12.

instructions on where to go or whom to call to arrange for prenatal
services.

We recommend that initiatives to increase use of prenatal care not rely
on casefinding and social support to correct the major financial and
institutional barriers that currently impede access. Rather, outreach
should be only one component of a well-designed, well-functioning
system and should be targeted toward women who remain unserved
despite easily accessible services. Outreach should only be funded when
it is linked to a highly accessible system of prenatal services, or, at a
minimum, when it is part of a comprehensive plan to strengthen the
system, emphasizing the four areas previously described.

We recommend that in communities where financial and institutional
barriers have been removed, or as part of a comprehensive plan to do so,
at least five kinds of casefinding be considered for their compatibility
with a program's goals and constraints: (a) telephone hotline and referral
services that can make prenatal appointments during the initial call and
can provide assistance to callers in arranging needed maternity, health,
and social services; (b) television and, in particular, radio spots to
announce specific services, coordinated with posters displayed in the
mass transit system; (c) efforts to encourage current program
participants to recruit additional participants from their friends,
neighbors, and relatives; (d) strong referral ties between prenatal
programs and a variety of other systems in which pregnant women at
risk for insufficient care may be found: family planning clinics, schools,
housing programs, WIC agencies, welfare and unemployment offices,
churches and community service groups, shelters for the homeless, the
police and corrections systems, substance-abuse programs and treatment
centers, and other health and social service networks; and (e) outreach
workers who canvass in carefully defined target areas and seek clients
among well-defined target populations. Whatever the method used,
casefinding should be directed toward high-risk groups and areas. This
requires that program leaders pinpoint the sociodemographic
characteristics and geographic locations of women who obtain
insufficient prenatal care.

We recommend that programs providing prenatal services to high-risk,
often low-income groups include social support services to help
maintain participation in care and arrange for additional services as
needed. Home visiting is an important form of social support and should
be available in programs caring for high-risk women.

We recommend that programs to improve participation in prenatal care
invest generously in planning and needs assessment. Doing so will
require a deeper appreciation, among funders in particular, of the time
needed for responsible, intelligent program design and planning.
Substantial improvements in the use of prenatal care (or in other
measures of
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13.

14.

outcome such as low birthweight or infant mortality) should not be
expected too soon.

We recommend that early in a program's course its directors decide
whether it is to be primarily a service program (with data collected
mainly to help in program development and monitoring) or whether it is
also to test an idea in the field. The latter type requires ample funding if
the evaluation is to be sound; it also requires experts in program
evaluation and sophisticated systems for data collection-resources that
must be built into the program from the outset.

We recommend that in communities where financial and institutional
obstacles to care have been significantly lowered, research be
undertaken on several topics: (a) Why do some pregnant women register
late—or not at all—for prenatal care, even when financial and
institutional barriers are ostensibly absent? In particular, what are the
emotional and attitudinal factors that limit participation in care? (b) How
can the content of prenatal care be revised to encourage women to seek
such care early in pregnancy? (c) What casefinding techniques are most
helpful in identifying very high-risk groups (such as low-income
multiparous teenagers) and linking them to prenatal services? (d) What
are the costs associated with various forms of casefinding and social
support? (e) What are the most effective ways to forge links between
physicians in private practice and community agencies providing the
ancillary health and social services that high-risk women often need?
and (f) How is access to maternity services being affected by such recent
developments as the decreased ability of hospitals to finance care for
indigent patients through cost shifting, the increase in corporate
ownership of hospitals, the gradual expansion of the DRG (diagnosis-
related groups) system beyond the Medicare program, and the increasing
profit orientation of the health care sector generally?
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Introduction

In 1985, approximately one-fourth of all infants in the United States were
born to women who did not begin prenatal care in the first 3 months (or
trimester) of pregnancy; a larger proportion—almost one-third—were born to
women who did not obtain the amount of care currently recommended by the
American College of Obstetricians and Gynecologists.! More than 5 percent
were born to women who began care only in the third trimester of pregnancy or
had no care at all. For certain groups, these percentages were even higher. For
example, only 47 percent of black teenagers began care in the first trimester of
pregnancy, and 14 percent obtained either no care or care only in the third
trimester.”

Unfortunately, the steady increase during the 1970s in the proportion of
women who begin prenatal care in the first trimester of pregnancy has ceased in
the 1980s. And in 1985, for the sixth consecutive year, no progress was made in
reducing the percentage of infants born to women who begin care only in the
third trimester or not at all. For blacks, the size of this group actually appears to
be increasing. In 1980, 8.8 percent of black infants were born to mothers who
had third trimester or no prenatal care; by 1985, this number had grown to 10.3
percent.’

These disturbing trends present important challenges to public policy and
to the health care system for several reasons. First, there is widespread
agreement that prenatal care is an effective intervention, strongly and clearly
associated with improved pregnancy outcomes. Because randomized clinical
trials are precluded on ethical grounds, incontrovertible scientific proof of this
effectiveness is not available; nevertheless, exhaustive
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reviews of the literature and recent analyses continue to document the value of
this basic health service.*>> Declines in rates of maternal mortality, infant
mortality, and low birthweight have been repeatedly associated with full
participation in comprehensive prenatal care that is well connected to hospital-
based services for labor and delivery and for neonatal care. Available evidence
suggests that prenatal care is especially important for women at increased
medical or social risk, or both.

The importance of prenatal care also derives from its cost-effectiveness,
particularly for low-income women. For example, in 1985, the Institute of
Medicine calculated that each dollar spent on providing more adequate prenatal
care to a cohort of low-income, poorly educated women could reduce total
expenditures for direct medical care of their low birthweight infants by $3.38
during the first year of life.® (The savings would result from a reduced rate of
low birthweight.) Other investigators have computed different ratios, but
virtually all find evidence of cost-effectiveness.”> % %10

Finally, the importance of prenatal care is confirmed by international
comparisons. As discussed by C. Arden Miller in the paper he contributed to
this volume and by others,!' many countries (particularly Japan and most
Western European countries) provide prenatal care to pregnant women as a
form of social investment. These countries, many of them with fewer resources
than the United States, have developed relatively simple, well-functioning
maternity systems. Prenatal care, like health services generally, is made readily
available with minimal barriers or preconditions in place, and it is closely
connected to numerous social and financial supports for pregnant women and
young families. Such services are seen as part of a broad social strategy to
protect and support childbearing and to produce healthy future generations. As a
result of this comprehensive approach, many European countries report that
very high proportions of their pregnant women begin prenatal care early in
pregnancy; they also report lower rates of infant mortality and low
birthweight.!”> While the U.S. Surgeon General has set a goal of reducing the
proportion of women who obtain no prenatal care during the first 3 months of
pregnancy to 10 percent by 1990, the U.S. Department of Health and Human
Services recently acknowledged that, "based on progress to date, it appears
unlikely that this objective will be met."!3

This country's limited progress in extending prenatal care is only part of a
larger problem of poor access to health services for low-income and minority
populations. In the face of an increasingly competitive, profit-oriented medical
care system, the United States has failed to find adequate ways to finance health
care for the poor. In 1988, socioeconomic status remains a major determinant of
both health status and use of medical services. Moreover, there is some
evidence that access to health care may
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be deteriorating for poor, minority, and uninsured Americans.'®!> Igelhart has
stated:

The goal of providing quality medical care to the entire population of a vast
country that prizes limited government, freedom, and individualism has
remained elusive. Substantial resources have been committed to the task, and
many citizens are prepared to allocate more, but the results thus far have been
less than socially satisfying. To many millions of Americans, access to medical
care remains uncertain or unobtainable, even though the United States spends
more per capita for care than any other industrialized nation.'¢

STUDY FOCUS

Faced with evidence of prenatal care's value and cost-effectiveness, and
with data revealing poor and declining use of this key service, in the summer of
1986 the Institute of Medicine convened an interdisciplinary committee, the
Committee to Study Outreach for Prenatal Care, to study ways of drawing more
women into prenatal care early in pregnancy and of sustaining their
participation until delivery. The Committee was asked to develop
recommendations for improving participation in prenatal care, particularly
through "outreach." In keeping with conventional understanding, outreach was
defined to include various ways of identifying pregnant women and linking
them to prenatal care (casefinding) and services that offer support and
assistance to help women remain in care once enrolled (social support).

The special emphasis on outreach grew out of several considerations. First,
an earlier Institute of Medicine committee had recommended that the nature and
role of outreach in increasing access to prenatal care be studied. Concluding
that the field was ill-defined, little-understood, and undervalued, the Committee
urged that efforts be made to "assemble and integrate existing information about
outreach approaches and to identify additional research needs."!’

Second, many community-based prenatal care programs rely heavily on
outreach to improve access, believing that it is effective in bringing women into
care and maintaining their participation. Despite its potential importance,
however, outreach is often discontinued—"cut first"—when health services face
fiscal difficulties. The vulnerability of outreach is not surprising, given the
unwillingness of most insurance systems to cover its costs, the scant and widely
scattered data on its effectiveness, its relatively low status as a health service,
and the low pay and training often provided to its practitioners.

Finally, the Committee was asked to concentrate especially on outreach
because it has attracted so little scholarship. It was hoped that assembling
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a wide variety of materials on prenatal outreach would increase the interest of
health services researchers (and those who fund their work) in studying this
neglected field.

The Committee's work and this volume, however, were not confined to
outreach for prenatal care. The Committee realized early in the study that this
service cannot not be studied in isolation from the larger maternity care system”
within which it occurs and that, as a consequence, the study's boundaries had to
expand beyond outreach. At least four factors led to this broadened scope of
study. First, many projects labelled as outreach are deeply involved in such
problem-solving activities as helping women arrange financing for hospital-
based childbirth—activities that are not included in conventional
understandings of outreach. Second, the goals and content of outreach programs
are so heavily influenced by the larger systems within which they operate that it
would have been difficult, if not useless, to analyze them separately. Third,
outreach is not the only way to accomplish the goals of earlier registration and
improved continuation in prenatal care; other approaches can have the same
effect and thus merit study. (These other methods include reducing financial
barriers to care, making certain that system capacity is adequate, and improving
the policies and practices that shape prenatal services at the delivery site.)
Fourth and finally, the larger maternity care system was considered because it
makes little sense to study ways of drawing women into care if the system they
enter cannot, or will not, be responsive to their needs.

In this context, one issue deserves particular attention. Although the gap
between prenatal services and hospitalization for labor and delivery might be
considered well outside the jurisdiction of this Committee, it is too important to
ignore in any policy analysis of maternity services. Every pregnant woman
needs not only prenatal care, but also a safe, well-equipped setting in which to
deliver her infant. Despite the clear need for such a continuum of care, there is
ample evidence that the ties between prenatal and delivery services are often
tenuous.'® In some areas of the country, for example, women may receive
prenatal care at Community Health Centers or health department clinics but
deliver in hospitals without their prenatal records available, simply because of
inadequate systems for transferring records among providers.'® Moreover,
obtaining prenatal services does not lead automatically to admission at a
hospital of choice for labor and delivery, because many institutions require
large preadmission deposits or create other barriers to admission. (For example,
in Brownsville, Texas, about 40 percent of women deliver out of hospital—

* That is, the complicated network of publicly and privately financed services through
which women obtain prenatal, labor and delivery, and postpartum care.
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compared with a 1 percent rate nationally—because the area's two for-profit
hospitals require large preadmission deposits and have been reluctant to
contract with the state for obstetrical care for low-income women.2%) Similarly,
state programs that fund prenatal services often do not include funding for labor
and delivery. A 1986 survey of 51 state maternal and child health agencies
found that few state agencies have resources to help uninsured and other poor
women pay for hospitalization for delivery. Only 23 states reported that they
had funding for inpatient obstetrical care; 16 reported that existing funds were
restricted to women who participated in designated maternity programs or were
identified as high-risk prior to delivery. No state reported a program to fund
hospital services for all uninsured pregnant women.?!

These major flaws and gaps in the organization of maternity services
provided additional impetus for the Committee's decision to enlarge its scope of
study beyond the issue of outreach. One consequence of the expanded
boundaries is that the Committee's conclusions and recommendations
(Chapter 5) are not limited to outreach, but also touch on issues of maternity
care financing and organization.

It is important to add that even with this larger scope of study, the report
focuses on a limited topic. In particular, by concentrating on maternity care,
other women's health services are largely overlooked, as are important issues of
women's health status. For example, the poor coordination that often exists
among family planning services, sexually transmitted disease services, general
medical care and maternity services is addressed only briefly in this report.
Although such limits are appropriate given the Committee's mandate, it is
important to acknowledge them. Women need good health care whether
pregnant or not, and plans to improve maternity services should always be
developed within this broader context.

STUDY METHOD

The Committee surveyed existing or recently completed prenatal care
programs in order to understand the range of approaches currently being used to
increase participation in care, and to determine if data were available to judge
their effect. The programs were divided by the Committee into five broad
categories, and one or more programs in each category was reviewed:

1. reducing the financial obstacles to care encountered by poor and
uninsured women through provision of insurance or other sources of
payment;

2. increasing the capacity of the prenatal care system relied on by many
low-income women, which includes health department clinics, the
network of
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private physicians who care for Medicaid-enrolled and other low-
income women, hospital outpatient clinics, Community Health Centers,
and similar settings;

3. improving institutional practices to make services more easily accessible
and acceptable to clients;

4. conducting active casefinding through such methods as hotlines,
community canvassing via outreach workers or other paraprofessional
personnel, cross-agency referrals, and the provision of incentives;

5. providing social support to encourage continuation in prenatal care and,
more generally, to increase the probability of healthy pregnancies and
smooth the transition into parenthood.

The last two categories include the majority of activities generally
considered outreach. In keeping with its charge, the Committee made a special
effort to examine programs in those categories.

The objective of studying a given program was not merely to understand
its approach to improving access, but also to determine which activities
appeared effective, with what populations, and under what circumstances. The
Committee posed the question: What is the evidence that the approach leads to
earlier registration in prenatal care, to participation in care by women
previously unserved, to improved continuation in care once begun, or any
combination of these? The Committee also examined the environment in which
programs had developed, the problems they faced, and the constraints on further
expansion.

An important part of the Committee's review of program data was a
workshop held in May 1987 in which members talked in depth with the leaders
of eight programs that use various means to improve participation in prenatal
care. This opportunity to discuss in detail a number of issues that had emerged
from written reports provided valuable insight into the history and current
forces shaping such programs.

In addition to reviewing project data, the Committee considered a variety
of other information sources. It conducted a literature review, arranged for
numerous commissioned and contributed papers, and had many informal
conversations and correspondence with prenatal care providers, policymakers,
and researchers.

ORGANIZATION OF THE REPORT

This volume begins with a brief summary that covers not only the body of
the report, but also key themes in their introduction. Chapter 1 presents a
demographic analysis of who does and does not obtain prenatal care and
contains trends in utilization. Chapter 2 summarizes the literature on barriers to
prenatal services. Chapter 3 synthesizes 17 studies of women's views about
obstacles to care and discusses 12 recent multivariate analyses
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of predictors of prenatal care use. Chapter 4 presents lessons learned from the
Committee's review of 31 programs that attempt to draw women into care early
in pregnancy and sustain their participation. Chapter 5 presents the Committee's
conclusions and recommendations; these are directed toward those involved in
national, state, and local health policy; those who provide maternity services;
health services researchers; and leaders in the private sector, particularly those
in foundations who fund maternity care programs and related research.
Appendix A describes individually the 31 programs studied. Finally, two
commissioned papers are included (Appendixes B and C). One, by Sara
Rosenbaum and Dana Hughes of the Children's Defense Fund, delves into the
causes and effects of the medical malpractice crisis on poor women's access to
care. The other, by C. Arden Miller of the University of North Carolina,
contrasts the maternity services available in 10 European countries with those in
the United States.

THE VALUE OF PRENATAL CARE: AN UNDERLYING
ASSUMPTION

A very important assumption underlying the entire volume is that prenatal
care is a useful and cost-effective service. No effort was made by the
Committee to document its benefits further or to defend its value. Nonetheless,
the Committee acknowledges that there are many unanswered questions about
what the specific components of prenatal services should be and that by
focusing primarily on how to draw women into care, the report does not address
the important issues of prenatal care's content and quality. The fact that most
studies of prenatal services rely on quantitative measures of care, such as
number of visits, rather than qualitative ones, increases the tendency in the
maternal and child health field generally to overlook these other dimensions.
Although the Committee's charge dictated the narrower focus, it is important to
state clearly that the quality and content of prenatal services play a large role in
their effectiveness, perhaps even more so than the number of visits or the month
in which care was begun.

In this context, it is useful to recognize that the term "prenatal care"
describes an inexact constellation of procedures and interactions. To some
people, the term suggests a minimum set of medical services offered by health
care providers on a well-defined schedule, while to others it means those
services plus an array of educational, social, and nutritional services provided in
a culturally appropriate, flexible fashion. The absence of a clear, universal
definition of what constitutes prenatal care is almost certainly at the root of
much of the controversy about the content, costs, and effectiveness of this
service. Many groups, including the Institute of Medicine, have called for
additional research to specify the content of
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prenatal care as currently offered and to assess the value of each of its
components for different groups of women. A final resolution of the question of
what is useful in prenatal care, whether defined narrowly or broadly, must await
further understanding of the physiology of pregnancy, of threats to maternal and
fetal health during pregnancy, and of the specific prenatal interventions needed
to minimize these threats.

Progress in this direction is promised by the work of the Public Health
Service's Expert Panel on the Content of Prenatal Care. Among other activities,
that Panel has proposed a list of outcome variables by which the effectiveness
of various aspects of prenatal care could be judged. The list is particularly
valuable for its breadth. It suggests that the worth of prenatal care should not be
determined solely on the basis of its effect on infant mortality or birthweight—
outcomes that have dominated recent discussions of prenatal care—but should
consider instead a much broader array of measures. The Panel has proposed that
the impact of prenatal care be assessed in terms of maternal, infant, and family
health, including, for example, maternal and fetal mortality, the developmental
progress of preterm infants, family functioning, planning for future pregnancies,
child abuse and neglect, and maternal stress.??

While awaiting the Panel's report and further consideration of the content
of prenatal care, the Committee has elected to use a broad definition of prenatal
care in this volume. Thus it has defined prenatal care to include the diagnosis of
pregnancy; the medical, educational, social, and nutritional services needed to
enhance the health and well-being of the woman and fetus during pregnancys;
and the counseling and assistance required to plan for labor and delivery,
postpartum care for the mother, and pediatric care for the newborn.
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Chapter 1

Who Obtains Insufficient Prenatal Care?

Depending on the measure used, between one-fourth and one-third of all
pregnant women in the United States do not obtain early, continuous prenatal
care. Women in certain sociodemographic groups and in certain geographic
areas are significantly less likely than others to secure care, and in recent years,
use of prenatal care has actually declined among some groups. Relying
primarily on national vital statistics, this chapter presents data on these
correlates and trends, focusing in particular on women who receive little or no
care, because such minimal care is strongly associated with poor pregnancy
outcomes. It begins with a brief discussion of terminology and methods of
measuring prenatal care and then describes current patterns of use, analyzes the
relationships among demographic risk factors, and presents trends in the use of
prenatal care since 1969.

TERMINOLOGY AND MEASURES

No single specification of the content of prenatal care is unanimously
accepted by public health authorities, health care providers, or researchers. The
American College of Obstetricians and Gynecologists (ACOG) and a joint
working group of representatives from ACOG and from the American Academy
of Pediatrics have discussed the goals and content of prenatal care in some
detail,!»2 however, and the Expert Panel on the Content of Prenatal Care and the
Preventive Services Task Force (both housed within the U.S. Department of
Health and Human Services) promise additional
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guidance in the future. In the absence of an agreement on the content of prenatal
care and because many of its components are difficult to measure, most
research on the effectiveness of prenatal services focuses on quantity of care
received (such as number of prenatal visits).

Prenatal care differs from other types of health care in the measures used
to understand its impact on health outcomes. Most studies of the effectiveness
of medical care examine provider actions—for example, did the physician take
an adequate history, order the appropriate tests, and conduct the right
procedures? By contrast, studies of the role of prenatal care in pregnancy
outcome usually examine consumer actions—for example, did the pregnant
woman initiate care early, and how many visits did she make? It is unclear why
in the field of prenatal services the emphasis is on consumer rather than
provider behavior. Exceptions to this method of measuring prenatal care include
the work of Morehead, Donaldson, and Seravalli in 19713 and, more recently,
Hughey in 1986.* It is also important to note that various efforts to lower
maternal mortality in past years have focused on provider behavior during the
prenatal period.

Three measures of the quantity of prenatal care are widely used: (1) the
number of visits made throughout pregnancy (frequency), (2) the trimester or
month in which care began (timing), and (3) an index relating the frequency and
timing of visits to gestational age. This last measure is the basis of the widely
used Kessner index,> in which a woman's prenatal care is classified as
"adequate" if it begins in the first trimester and includes nine or more visits for a
pregnancy of 36 or more weeks; "intermediate” if it begins in the second
trimester or includes five to eight visits for a pregnancy of 36 or more weeks; or
"inadequate” if it begins in the third trimester or includes four or fewer visits for
a pregnancy of 34 or more weeks.

All three of these measures tacitly acknowledge the schedule of prenatal
visits recommended by ACOG: care beginning as early in the first trimester of
pregnancy as possible, with additional visits every 4 weeks for the first 28
weeks of pregnancy, every 2 to 3 weeks for the next 8 weeks, and weekly
thereafter until delivery. Such a schedule yields about 12 visits for a 39-week
pregnancy, 13 for a 40-week pregnancy, and 14 for a 41-week pregnancy.

All three measures have two major limitations. First, none includes a
precise definition of a prenatal visit. A visit for a pregnancy test only, for
example, should not be equated with a prenatal care visit, but anecdotal reports
suggest that these two distinct events can be confused by women themselves
and commingled in data on use of prenatal care. Second, the measures depend
either on a woman's recollection of her prenatal visits or on data contained in
her medical record. Both sources can be flawed. For example, if a woman
changes her source of care during pregnancy, only
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the date when she started care at the site used immediately before delivery may
be noted in her medical records. If these same records are used to complete the
birth certificate—the source of data on which most research in this area is based—
earlier prenatal visits will be ignored.

The questionable accuracy of birth certificates is substantiated by a study
of the 1972 National Natality Survey, in which the number of prenatal visits
listed on birth certificates was compared with survey data. Perfect agreement
was found in only 16 percent of the cases.® In another study, Land and Vaughan
reviewed Missouri birth certificate data for 1980 and found that hospitals that
obtained information on prenatal care exclusively from the mother reported
earlier prenatal care and more visits than those using the prenatal record only or
a combination of the prenatal record and information from the mother.” Another
limitation of birth certificate data is that not all states request information about
ethnic origin or the mother's marital status.” Despite such problems, birth
certificates remain the best generally available source of data on participation in
prenatal care. In particular, they can be used to compare patterns of use across
states and populations, and they facilitate analysis of trends.

Each of the three measures also has unique limitations. Counting the
number of prenatal visits, while appealing in its simplicity, ignores the
distribution of those visits over the pregnancy. The recommended ACOG
schedule speaks as much to the timing of prenatal visits as to their absolute
number. In particular, counting visits obscures the relationship between prenatal
care and preterm delivery. Even if they follow the recommended prenatal
schedule, women who deliver prematurely will obviously have fewer prenatal
visits than women who deliver at full term. Unless a statistical adjustment is
made for length of gestation, the association of preterm delivery with fewer
prenatal visits may appear causal, when, in fact, it probably is not.

The second measure, based on the reported date of the first prenatal visit,
emphasizes the recommendation that care should begin "early," in the first
trimester of pregnancy. Generally, care beginning in the second trimester is
referred to as "delayed," and care deferred until the last trimester is termed
"late." Although this measure overcomes some of the problems that the
frequency index presents, it does not address the fact that early care does not
necessarily mean continuous care. For example, a woman may register early in
pregnancy to help arrange hospitalization for delivery but not appear again until
the third trimester. Despite this shortcoming, the time-of-onset measure is
commonly used because the data needed to compute it are widely available.

* The 1989 revision of the U.S. Standard Certificate of Live Birth, overseen by the
National Center for Health Statistics, recommends several changes that, if adopted by all
states, should improve analyses of the use and effectiveness of prenatal care and of
interstate differences.
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The third method, primarily the Kessner index, provides a more precise,
multidimensional measure of prenatal care; however, it is complicated to
compute, and for many births data are lacking on one or more of the three
variables that make up the index (month in which prenatal care was begun,
number of visits, and gestational age). A number of modified versions of the
Kessner index have been proposed, including one by Kotelchuck.®

The measure used most often in this volume is the trimester in which
prenatal care was begun, using the terms "early, delayed, and late," as just
defined. The terms "adequate, intermediate, and inadequate" are Kessner index
phrases, also defined above. The term "insufficient” is used as a general
description of care that is neither adequate nor initiated early in pregnancys;
similarly, "sufficient" is used as a general label to describe care that begins early
in pregnancy and is sustained until delivery.

A final point: Where vital statistics data are used in this chapter, the data
technically refer to infants rather than mothers, because each record is based on
an individual birth certificate. However, since multiple births are relatively
infrequent (21 per 1,000 live births in 1985) and few women have more than
one birth in any year, the terms "women," "mothers," and "births" are often used
interchangeably.

CURRENT PATTERNS OF USE®

According to 1985 birth certificate data for the 50 states and the District of
Columbia, 76.2 percent of all infants were born to women who obtained early
prenatal care, 18.1 percent to women who delayed care, 4.0 percent to women
who obtained care late, and 1.7 percent to mothers who had no prenatal care at
all (Table 1.1). In absolute numbers, of the approximately 3.8 million babies
born in the United States in 1985, about 2.8 million were born to women who
began prenatal care early in pregnancy, about 663,000 to women who delayed
care, some 150,000 to women who obtained care late, and about 61,000 to
women who had no prenatal care at all (Table 1.2).

When vital statistics are analyzed to determine rates of adequate care
rather than trimester of onset, a slightly different picture emerges. Hughes et al.
found that in 1985 only 68.2 percent of all women obtained adequate care, 23.9
percent had an intermediate level of care, and 7.9 percent of all women had
inadequate care.9

The following sections describe women's use of prenatal care as measured
by six sociodemographic factors: race or ethnic origin, age, education, birth
order, marital status, and income.

* All data in this section are vital statistics compiled by the National Center for Health
Statistics, unless otherwise noted.
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TABLE 1.1 Month of Pregnancy in Which Prenatal Care Was Begun (Percent), by
Age and Race, United States, 1985

Month Care Begun (%)
Age 1-3 4-6 7-9 None
White
Under 15 38.3 39.8 15.1 6.9
15-19 56.8 32.3 8.0 2.9
20-24 74.7 19.3 4.3 1.6
25-29 85.5 114 2.2 0.9
30-34 87.5 9.9 1.8 0.7
35-39 84.5 12.0 24 1.1
40+ 75.1 18.2 4.5 2.2
Total 79.4 15.8 34 1.3
Black
Under 15 344 46.1 13.6 5.9
15-19 473 38.3 10.0 44
20-24 60.1 29. 37.1 3.5
25-29 70.3 22.3 4.7 2.7
30-34 73.2 20.1 4.1 2.6
35-39 71.2 21.5 44 3.0
40+ 63.5 26.8 5.7 4.0
Total 61.8 28.2 6.7 34
All Races
Under 15 36.0 435 14.2 6.3
15-19 53.9 34.1 8.6 34
20-24 71.7 214 4.9 2.0
25-29 83.1 13.1 2.6 1.1
30-34 85.5 114 2.2 1.0
35-39 82.4 13.4 2.8 1.3
40+ 72.9 19.8 4.8 2.5
Total 76.2 18.1 4.0 1.7

SOURCE: National Center for Health Statistics. Advance report of final natality statistics, 1985.
Monthly Vital Statistics Report, Vol. 36, No. 4 Suppl. DHHS Pub. No. (PHS)87-1120. Hyattsville,
Md., 1987.

Racial and Ethnic Subgroups

Racial disparities in the use of prenatal care are substantial (Table 1.1). In
1985, black women were far less likely than white women to begin care early
and twice as likely to receive late or no care. In absolute numbers, almost
140,000 white infants and almost 60,000 black infants were born to
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women who had late or no prenatal care (Table 1.2). The higher rates of late or
no care among black women are probably due to the greater concentration in
this population of several risk factors associated with insufficient prenatal care:
limited education, being unmarried (in 1985, 11 percent of white births were to
unmarried women versus 57 percent of black births), and, in particular, poverty.

TABLE 1.2 Month of Pregnancy in Which Prenatal Care Was Begun (Number), by
Age and Race, United States, 1985

Month Care Begun (no.)
Age 1-3 4-6 7-9 None Total (no.)  Unknown
(no.)
White
Under 1,511 1,569 595 272 4,101 154
15

15-19 176,527 100,276 24,755 9,130 318,725 8,037
2024 654,059 169,405 37,860 14,393 894,195 18,478
25-29 836,861 112,063 21,594 8,539 997,233 18,176
30-34 498,630 56,642 10,345 4,125 580,398 10,656
35-39 143,587 20,364 4,153 1,868 173,681 3,709
40+ 16,853 4,089 999 493 23,040 606
Total 2,328,028 464,408 100,301 38,820 2,991,373 59,816
Black

Under 1,947 2,607 767 335 5,860 204
15
15-19 61,324 49,716 12,909 5,722 134,270 4,599

20-24 120,704 58,862 14,197 6,988 207,330 6,579
25-29 103,869 32,851 6,974 3,960 152,306 4,652

30-34 55,355 15,176 3,094 1,967 78,129 2,537
35-39 17,986 5,438 1,098 746 26,216 948
40+ 2,495 1,053 224 157 4,082 153

Total 363,680 165,703 39,263 19,875 608,193 19,672
All

Races

Under 3,547 4,283 1,398 623 10,220 369

15

15-19 244,723 155,073 39,129 15,364 467,485 13,196
2024 799,206 238,463 54,921 22,197 1,141,320 26,533
25-29 978,340 154,195 31,061 13,202 1,201,350 24,552
30-34 582,791 717,647 14,913 6,549 696,354 14,454
35-39 172,441 28,120 5,826 2,814 214,336 5,135
40+ 20,849 5,669 1,367 718 29,496 893
Total 2,801,897 663,450 148,615 61,467 3,760,561 85,132

SOURCE: National Center for Health Statistics. Advance report of final natality statistics, 1985.
Monthly Vital Statistics Report, Vol. 36, No. 4 Suppl. DHHS Pub. No. (PHS)87-1120. Hyattsville,
Md., 1987.
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TABLE 1.3 Percentage of Babies Born to Women Obtaining Early and Late or No
Care, by Hispanic and Non-Hispanic Origin, Various Reporting Areas, 1978, 1982,
and 1985

Hispanic Non-Hispanic

Care Mexican Puerto Cuban Central Other Total White Black Total
Received Rican and

South

American
1978*
Early 58.7 477 759 51.5 67.0 57.0 80.7 59.1 770
Lateor 11.5 199 6.5 16.0 8.3 13.1 3.3 109 4.6
none
1982°
Early 60.7 545 793 58.5 66.0 61.0 812 60.1 769
Lateor 12.0 172 49 13.4 9.3 12.1 3.8 105 52
none
1985¢
Early 60.0 583 825 60.6 658 612 815 605 77.1
Lateor 129 155 3.7 12.5 9.4 124 4.0 10.7 54
none
SOURCES:

2 National Center for Health Statistics. Births of Hispanic parentage, 1978. Prepared by Ventura
SJ and Heuser RL. Monthly Vital Statistics Report, Vol. 29, No. 12 Suppl. DHHS Pub. No.
(PHS)81-1120. Hyattsville, Md., 1981 (17 states and the District of Columbia reporting).

b National Center for Health Statistics. Births of Hispanic parentage, 1982. Prepared by Ventura
SJ. Monthly Vital Statistics Report, Vol. 34, No. 4 Suppl. DHHS Pub. No. (PHS)85-1120.
Hyattsville, Md., 1985 (23 states and the District of Columbia reporting).

¢ National Center for Health Statistics. Births of Hispanic parentage, 1985. Prepared by Ventura
SJ and Heuser RL. Monthly Vital Statistics Report, Vol. 36, No. 11 Suppl. DHHS Pub. No.
(PHS)88-1120. Hyattsville, Md., 1988 (23 states and the District of Columbia reporting).

Use of prenatal care by mothers of Hispanic origin has been analyzed for
the District of Columbia and the 23 states that routinely collect information on
Hispanic births. More than 92 percent of the total U.S. Hispanic population
lived in these jurisdictions in 1985, and over 370,000 births to mothers of
Hispanic origin were reported. Of these births, the vast majority (95 percent)
were listed as being of white race on the birth certificate, two-thirds were to
women of Mexican origin, and nearly half (47 percent) were to mothers who
had been born in the United States.'?

Generally, Hispanic mothers are substantially less likely than non-Hispanic
white mothers to begin prenatal care early and are three times as likely to obtain
late or no care. Moreover, as Table 1.3 shows, Hispanic mothers as at group are
more likely than non-Hispanic black mothers to
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TABLE 1.4 Percentage of Babies Born to Women Obtaining Early and
Late or No Care, for Asian or Pacific Islander, American Indian, White,
and Black Subgroups and for All Races, United States, 1985

Asian or Pacific Islander

Ameri-
Care Japa- Hawai- Fili- can All
Received Chinese nese ian pino Other Total Indian White Black Races

Early 823 838 T06 7.2 T0.7T T30 603 T4 618 762

Late or 4.1 17T 6.5 46 7B 62 113 47 101 37
none

SOURCE: Unpublished vital statistics data from the Mational Center for Health
Statistics.

begin care late or not at all.” Interestingly, mothers of Cuban background
are an anomaly among Hispanic women in their use of prenatal services. They
were even more likely than non-Hispanic white mothers to begin prenatal care
early in pregnancy, and only 3.7 percent of Cuban mothers in 1985 had late or
no care. Such subgroup diversity suggests that the problem of inadequate care
among Hispanic women is not due to Hispanic origin per se, but rather to other
factors—probably income, education, previous experiences with other health
care systems, or a combination of the three.

Other major U.S. subgroups whose use of prenatal care has been analyzed
include American Indian (not including native Alaskans) and Asian or Pacific
Islander women (Table 1.4). Out of 3.8 million births in the United States in
1985, there were about 41,000 to American Indians and 112,000 to Asian or
Pacific Islander women. In that same year, Chinese, Japanese, and Filipino
women exhibited particularly high rates of participation in care and were less
likely than white women to obtain late or no care; Hawaiian women and other
subgroups of women in this category (including Indian, Cambodian, Laotian,
Vietnamese, Korean, and other Asian or Pacific Islander women) placed
between white and black women in the late or no care category. American
Indian women, however, were more likely than either white or black women to
obtain late or no care.

Use of prenatal care also varies with a pregnant woman's place of birth.
For example, two studies of prenatal care use among selected groups in New
York City found that recent immigrants were less likely to obtain late

* Although Table 1.3 and some others that follow present data for several years in
addition to 1985, discussion of trends does not begin until later in this chapter. Here, the
focus is on 1985 patterns of use only.
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or no care than women born in the United States.'’'> By contrast, a large
follow-back survey of 1986 births in Massachusetts found that foreign-born
women were more likely to obtain late or no care than U.S.-born women (24
percent versus 37 percent, respectively).!> Differences in local health care
systems, in the magnitude of language barriers, and in the immigrant
populations themselves may account for such variation. Most experts in
maternity services believe that recently arrived immigrants are at high risk of
obtaining insufficient prenatal care.

Age

Timing of entry into prenatal care also varies with the age of the mother
(Table 1.1). In general, young mothers are at high risk of obtaining late or no
prenatal care, with the greatest risk for the youngest mothers.'* Adolescent
mothers are the age group least likely to obtain early prenatal care and most
likely to begin care late or not at all, but there are some interesting variations in
utilization between black and white teenage mothers, as shown in Table 1.1.
Although white mothers under 15 are slightly more likely than black mothers
under 15 to begin prenatal care in the first trimester, they are also more likely to
begin care in the third trimester or not at all. The number of births to these very
young women, however, is small—10,220 in 1985.

Use of prenatal care among teenagers has also been analyzed using the
more refined measure of adequacy. Examining the adequacy of care is
particularly appropriate for this group, because teenagers may be more likely
than older women to participate in care episodically. Using 1980 National
Natality Survey data, one study found that mothers under age 20 were nearly
twice as likely to have inadequate care as mothers age 20 to 24 (16.4 and 8.4
percent, respectively).!

Older mothers, much as teenagers, tend to delay entry into prenatal care
(Table 1.1). Mothers age 40 and over are less likely than mothers age 25 to 39
to begin care in the first trimester and more likely to obtain care late or not at
all. This tendency increases as women get older, and women over age 45
become as likely as or more likely than mothers age 15 to 19 to obtain late or no
care.!® As for very young teenagers, however, the number of births to older
mothers is small—fewer than 30,000 to women age 40 or above in 1985.

Education

Timing of the first prenatal visit correlates highly with level of education.
In 1985, 88 percent of mothers with at least some college education began care
early in pregnancy, compared with 58 percent of mothers who
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TABLE 1.5 Percentage of Babies Born to Women Obtaining Late or No Care, by
Race and Education, United States, 1975, 1980, and 1985

Years of Education 1985% 19802 1975
White

0-8 14.4 13.4 13.6
9-11 9.6 8.5 8.6
12 3.5 2.9 32
13+ 1.5 1.4 1.6
Total 4.0 3.8 4.2
Black

0-8 15.7 152 15.8
9-11 144 12.6 13.3
12 9.3 7.7 9.3
13+ 4.9 4.5 5.8
Total 10.1 9.0 10.9
All Races

0-8 14.7 14.1 14.4
9-11 11.2 9.8 10.2
12 4.6 3.8 4.2
13+ 2.0 1.9 2.1
Total 5.3 4.8 5.7
SOURCES:

2 Published and unpublished vital statistics data from the National Center for Health Statistics.
b National Center for Health Statistics. Prenatal care, United States, 1969-75. Prepared by
Taffel SM. Vital and Health Statistics, Series 21, No. 33. DHEW Pub. No. (PHS)78-1911.
Washington, D.C.: Government Printing Office, 1978.

had less than a high school education.!” Similarly, the probability that a
pregnant woman will obtain care late or not at all decreases steadily as her
educational level increases (Table 1.5).

Given the strong association between higher levels of education and early
enrollment in prenatal care, it is useful to consider the proportion of mothers in
various subpopulations who have completed high school. In both 1984 and
1985, 79 percent of all mothers had completed at least 12 years of schooling—
82 percent of white mothers, 68 percent of black mothers.'® In 1984, more than
twice the proportion of Native American mothers (American Indians and Native
Alaskans) as white mothers had less than 12 years of education (38 percent
versus 18 percent). Native American mothers were also more likely than black
mothers not to have
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TABLE 1.6 Percentage of Babies Born to Women Obtaining Late or No Care, by
Birth Order and Race, Reporting Areas, 1975, 1980, and 1985

Birth Order 1985¢ 19802 1975°
White

First 4.1 3.8 4.8
Second 4.0 3.5 3.9
Third 5.4 4.5 49
Fourth 7.8 6.6 7.0
Fifth+ 13.1 11.3 12.6
Black

First 8.8 7.8 9.6
Second 94 8.4 10.2
Third 10.6 9.0 10.6
Fourth 12.9 10.6 11.7
Fifth+ 16.5 13.5 139
All Races

First 4.9 4.6 5.6
Second 4.8 4.4 49
Third 6.4 5.5 6.0
Fourth 9.1 7.7 8.1
Fifth+ 14.2 12.8 13.2
SOURCES:

2 Published and unpublished vital statistics data from the National Center for Health Statistics.
b National Center for Health Statistics. Prenatal care, United States, 1969-75. Prepared by
Taffel SM. Vital and Health Statistics, Series 21, No. 33. DHEW Pub. No. (PHS)78-1911.
Washington, D.C.: Government Printing Office, 1978.

completed high school.!” For mothers of Hispanic origin, 21 states (not
including California and Texas) reported in 1984 on educational attainment;
overall, 45 percent of Hispanic mothers giving birth in that year had not
completed at least 12 years of school, with subgroup proportions ranging from
59 percent for Mexican mothers to 22 percent for Cuban mothers.>"

Birth Order

Obtaining late or no prenatal care is also associated with birth order. In
general, the more children a woman has had, the more likely she is to delay care
or to seek none at all. In 1985, close to 5 percent of both first and second
children were born to mothers who obtained late or no care (Table 1.6). About 6
percent of third births fell into this category, however, and the numbers
increased to 9 and 14 percent for fourth and fifth children,
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respectively. The association of delayed care with greater numbers of children
is reflected in the prenatal care use of older mothers: in 1985, nearly 60 percent
of births to mothers over age 45 were fifth or subsequent children.?!

The relationship of prenatal care to birth order varies slightly with race.
For white mothers, the percentage of infants born with late or no care is lowest
for second births; that number increases steadily with subsequent births. For
black mothers, first births are the least likely to have had late or no prenatal
care; the risk increases with each subsequent birth. Taffel has concluded that the
different age distribution of white and black women at the time of first birth
explains these minor variations.??

Marital Status

Pregnant women who are married are more likely to obtain sufficient
prenatal care than pregnant women who are not married (Table 1.7). This
relationship holds true among women within the same racial or ethnic group
and with similar levels of education.”? Unmarried mothers are more than three
times as likely as married mothers to obtain late or no prenatal

TABLE 1.7 Percentage of Babies Born to Women Obtaining Late or No Care, by
Race and Marital Status, United States, 1975, 1980, and 1985

Marital Status 19852 1980° 1975°
White

Married 34 32 3.9
Unmarried 13.0 134 18.9
Total 4.7 4.2 4.9
Black

Married 6.0 5.7 7.5
Unmarried 12.8 11.3 13.6
Total 10.0 8.8 10.4
All Races

Married 34 3.5 4.4
Unmarried 13.0 12.5 16.2
Total 5.7 5.1 6.1
SOURCES:

2 Published and unpublished vital statistics data from the National Center for Health Statistics.
b National Center for Health Statistics. Prenatal care, United States, 1969-75. Prepared by
Taffel SM. Vital and Health Statistics, Series 21, No. 33. DHEW Pub. No. (PHS)78-1911.
Washington, D.C.: Government Printing Office, 1978.
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care. Unmarried white mothers are almost four times as likely as married white
mothers to obtain late or no care; and unmarried black mothers are twice as
likely as married black mothers to obtain late or no care. Among unmarried
mothers, women of Hispanic origin are most likely to obtain late or no care,
followed by white non-Hispanic and then black non-Hispanic mothers.

The correlation of unmarried status with insufficient prenatal care has
become more important in recent years as childbearing among unmarried
women has increased, reaching an all-time high of 828,000 births (about 22
percent of all births) in 1985.2* In that year, 12 percent of non-Hispanic white
births were to unmarried women, compared with 61 percent of non-Hispanic
black births and 23 percent of Hispanic births. The range among the latter
group, however, is striking: 51 percent of Puerto Rican births were to unmarried
women versus 26 percent of Mexican births.??

The differential between married and unmarried women's timing of entry
into prenatal care lessens somewhat with increasing age; however, at any age
unmarried women are much more likely than married women to obtain late or
no care.’® With regard to the relationship among marital status, age, and use of
prenatal care, Ventura and Hendershot analyzed 1980 National Natality Survey
data and found that "teenage mothers began prenatal care earlier if they were
married at conception than if they were not . . . and those who were married
after conception but before delivery began prenatal care earlier than those who
were not married at the time of delivery. The differences [were] substantial."?’

Income

Data on the relationship of income to prenatal care use are available from
the 1980 National Natality Survey (NNS)?® and the 1982 National Survey of
Family Growth (NSFG).? Extensive analysis of NNS data by Singh et al. has
yielded the following findings: only 66 percent of women with incomes less
than 150 percent of the federal poverty level initiated prenatal care in the first
trimester, compared with 85 percent of women with incomes equal to or greater
than 250 percent of the poverty level; women with incomes below 150 percent
of the poverty level were almost three times as likely as women with incomes
equal to or above 250 percent of the poverty level to obtain late or no care; and
poor non-Hispanic black and poor non-Hispanic white mothers (again, poverty
being income less than 150 percent of the poverty level) were equally likely to
obtain inadequate care.’® Similarly, an analysis of NSFG data found that only
50.4 percent of mothers living below the federal poverty level, as compared
with 73.6 percent of nonpoor mothers, began care in the first trimester of
pregnancy.’!
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The Massachusetts follow-back study of 1985 births, referred to earlier,
also found that the probability of obtaining adequate care increases as income
grows. Thirty-eight percent of women with annual incomes of less than $10,000
obtained adequate prenatal care; 64 percent of women with annual incomes
between $10,000 and $20,000 were in the adequate care category; and for
women with annual incomes between $40,000 and $50,000, the percentage
climbed to 88.32

Given that one-third of all U.S. births are to women with incomes less than
150 percent of the federal poverty level,® the consistent correlation of low
income with insufficient prenatal care is of major importance and forms the
basis of many recommendations that appear later in this report.

RELATIONSHIPS AMONG DEMOGRAPHIC RISK FACTORS

To assess the comparative importance of selected demographic factors in
predicting use of prenatal care, Singh et al. constructed estimates of relative risk
for late or no prenatal care for various groups.>* In this analysis, 17 populations
(including the total U.S. population) are compared with the group in the United
States that has the best rates of prenatal care utilization—married, white,
nonpoor women. The question is posed: Compared with the reference group,
how many times more likely is group X to obtain late or no prenatal care? As
shown in Table 1.8, unmarried women had the greatest relative risk of late or no
care. Teenagers, women with less than a high school education, Hispanic
women, and women with incomes less than 150 percent of the federal poverty
level also faced substantially greater risks.

Some investigators have cross-tabulated use of prenatal care with
combinations of three or more demographic measures. Such analyses help in
understanding the interaction among risk factors and in pinpointing populations
at high risk of insufficient prenatal care. Ingram et al., for example, showed that
in 1983 only about 45 percent of unmarried teenagers with less than a high
school education obtained early prenatal care (44.1 percent of black teenagers
and 46.3 percent of white teenagers). Conversely, about 85 percent of married
women age 20 and older with more than a high school education obtained early
care (81.9 percent of black women and 90.7 of white women). Generally, this
pattern also held true for late or no care.®

Table 1.9 reveals that the impact of poverty on use of prenatal care varies
with marital status and that the magnitude of these relationships, in turn, varies
with age, race, education, and place of residence. This table underscores the
high risk of inadequate prenatal care among poor women who are unmarried,
particularly those who are young, not well educated, living in rural areas, or
Hispanic.
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Chapter 3 summarizes several multivariate analyses that consider the
relative importance of numerous factors that increase the risk of insufficient
prenatal care. The demographic measures discussed in this chapter appear in
many of those analyses.
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TABLE 1.8 Number of Mothers Obtaining Late or No Prenatal Care and Relative
Risk, Reference Group, Selected Subgroups, and Total Population, United States, 1980

Subgroup Number (thousands)  Relative Risk
Reference group—married, white, nonpoor®  — 1.0°
Age

<20 55 43

20-24 61 2.0

>25 53 1.3
Race/ethnic origin

Black (non-Hispanic) 39 3.1

White (non-Hispanic) 104 1.6

Hispanic 26 4.0
Marital status

Married 90 1.4

Unmarried 79 5.1
Residence

Metropolitan 108 2.0

Nonmetropolitan 61 22
Education (years)

<12 77 4.0

12 65 1.7

>13 27 1.0
Income (% of poverty level)

<150 100 3.7

150-249 22 1.1

>250 47 1.3
Total 169 2.0

2 An income of 150 percent of the poverty level or more is considered nonpoor.

b Risk of 1.0 for the reference group represents a level of inadequate care of 2 percent (with
inadequate care defined as care in the third trimester or no care). For each other subgroup, risk

is computed by dividing the proportion in that subgroup receiving inadequate care by the
proportion in the reference group receiving comparable care.

SOURCE: Singh S, Torres D, and Forrest JD. The need for prenatal care in the United States:
Evidence from the 1980 National Natality Survey. Fam. Plan. Perspect. 17:122-123, 1985, tables 5
and 6. Reprinted with permission of the Alan Guttmacher Institute.
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TABLE 1.9 Percentage of Mothers in Selected Subgroups Obtaining Inadequate
Prenatal Care, by Income and Marital Status®

Poor Nonpoor

(<150% of poor level) (>150% of poor level)
Subgroup Married Unmarried Married Unmarried
Age
<20 5.7 16.4 4.6 114
20-24 5.9 11.3 2.5 6.4
>25 4.9 11.3 2.0 6.4
Race/ethnic origin
Black (non-Hispanic) 49 12.3 2.9 3.8
White (non-Hispanic) 5.1 (12.0) 2.2 (12.8)
Hispanic 8.3 (25.4) 4.5 (3.4)
Residence
Metropolitan 5.5 12.5 2.1 8.4
Nonmetropolitan 5.3 (16.7) 2.8 (6.4)
Education (years)
<12 8.6 16.5 4.9 3.9
12 4.9 9.9) 2.0 9.6)
>13 0.8 9.9) 1.9 9.6)
Total 5.4 13.6 2.3 7.9

2 Data for married women are from the 1980 National Natality Survey (NNS). For unmarried
women, estimates (given in parentheses) have been computed by applying poverty status
distributions from the 1982 National Survey of Family Growth (NSFG) (among women
grouped by trimester of care) to the numbers of unmarried women in the NNS receiving
adequate and inadequate care. Because the NSFG sample of births to unmarried women is
small, and the number of unmarried women in the NNS within subgroups is often extremely
small, the resulting estimates for poor, unmarried women are sometimes unstable. Some
subgroups have been combined because of the very small numbers of cases. Differences
between poor and nonpoor women are statistically significant at p < .05, using the two-tailed t
test, except among the following subgroups: married women—teenagers, blacks, Hispanics, and
women with >13 years of education; unmarried women—whites and women with >12 years of
education.

SOURCE: Singh S, Torres D, and Forrest JD. The need for prenatal care in the United States:
Evidence from the 1980 National Natality Survey. Fam. Plan. Perspect. 17:118, 1985, table 4.
Reprinted with permission of the Alan Guttmacher Institute.

GEOGRAPHIC POCKETS OF NEED

Insufficient prenatal care is concentrated in certain geographic areas, just
as it is in certain demographic groups. Analyses of 1985 vital statistics data
conducted by the Children's Defense Fund found wide disparities among states
in the percentage of infants born to women obtaining late or no care (Table 1.10
and Figure 1.1). For example, a woman giving birth
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= § 2 TABLE 1.10 Percentage of Babies Born to Women Obtaining Late or No Care, All
S < 5 Races, All States and the District of Columbia, 1969, 1975, 1979, and 1985
£38 State 1985° 1979* 1975° 1969°
9 § 5 Alabama 6.2 6.3 — —
5 o5 Alaska 4.4 5.1 — —
&< o Arizona 7.7 8.1 13.5 20.9
= g = Arkansas 7.4 6.3 — —
£ 52 California 5.4 4.9 6.0 7.2
-g o2 Colorado 5.4 4.7 5.2 —
© 0 & Connecticut 3.0 2.3 2.6 —
S8 9o  Delaware 43 45 39 —
Eo0 District of Columbia 11.4 8.0 14.8 22.8
= £ ©  Florida 9.0 7.0 7.8 —
8 as Georgia 5.3 6.0 7.5 —
588 Hawaii 5.1 49 5.5 74
S TS Idaho 5.4 5.0 — —
=}
822 linois 4.5 52 6.0 8.0
= 2<% Indiana 5.1 3.9 4.1 6.2
S5%5  Iowa 2.1 2.3 2.4 35
T 45 Kansas 3.9 3.4 4.0 5.1
522 Kentucky 5.1 7.5 6.7 10.2
- o> Louisiana 49 5.0 59 9.1
225 Maine 35 23 3.0 52
§§ S Maryland 4.1 3.6 3.6 6.7
g < = Massachusetts 2.6 1.6 — 3.8
8 9 8 Michigan 29 3.3 4.0 5.4
c 5o  Minnesota 3.9 3.3 4.2 7.6
228 Mississippi 4.3 45 6.6 11.2
@ 5o Missouri 4.0 4.0 5.5 8.2
c 3 b Montana 4.1 3.6 4.4 6.7
%‘ 2 = Nebraska 34 34 4.1 6.6
220 Nevada 6.0 7.2 7.4 7.7
S % =, New Hampshire 2.4 2.3 2.8 4.9
2e g8 New Jersey 42 5.1 5.9 9.7
S5  New Mexico 13.4 0.0 — —
259 New York 8.9 8.9 8.3 11.1
55 2 North Carolina 4.2 4.2 5.0 7.5
so9 North Dakota 2.5 33 5.0 7.1
'E E ﬁ Ohio 34 33 3.5 5.0
S0 a Oklahoma 7.3 8.6 8.2 8.0
8 2< Oregon 5.6 4.6 49 —
GEJ_ o8 Pennsylvania 4.9 3.9 — —
=5 s  Rhodelsland 23 1.7 1.9 3.8
S <) South Carolina 8.0 6.0 6.7 8.1
S £®  South Dakota 5.6 6.5 8.1 10.8
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State 19852 1979* 1975° 1969°
Tennessee 5.5 53 6.8 11.1
Texas 11.0 8.1 9.4 13.1
Utah 3.1 2.6 2.0 3.8
Vermont 3.5 34 4.8 7.0
Virginia 4.0 34 — —
Washington 4.7 3.6 3.8 4.7
West Virginia 6.1 6.3 8.8 11.5
Wisconsin 3.0 2.7 2.6 4.6
Wyoming 4.3 4.7 5.1 7.1
Total 5.7 5.1 6.0 8.2
SOURCES:

2 Hughes D, Johnson K, Rosenbaum S, Simons J, and Butler E. The Health of America's
Children: Maternal and Child Health Data Book. Washington, D.C.: Children's Defense Fund,
1988.

b National Center for Health Statistics. Prenatal care, United States, 1969-75. Prepared by
Taffel SM. Vital and Health Statistics, Series 21, No. 33. DHEW Pub. No. (PHS)78-1911.
Washington, D.C.: Government Printing Office, 1978.

in New York in 1985 was roughly three times as likely as a woman in
Michigan or Connecticut to obtain late or no care, and a nonwhite woman in
New Mexico or New York was three times as likely as a nonwhite woman in
Massachusetts to obtain late or no prenatal care. The analyses also show that
states with low percentages of mothers obtaining early care also tend to have
high percentages of mothers obtaining late or no prenatal care. In 1985, the
three jurisdictions with the lowest percentages of women obtaining early
prenatal care and the highest percentages of women with late or no care were
New Mexico, the District of Columbia, and Texas.>°

Even greater variations in levels of prenatal care can exist within states.
For example, although New York State as a whole reports that 9 percent of
pregnant women in 1985 had late or no prenatal care (Table 1.10), the
percentage was about 18 percent in New York City and far higher in some
neighborhoods: in the Mott Haven district of the Bronx, more than 50 percent of
births in 1985 were to women with no care or care that began in the third
trimester.?’

Public health authorities and health planners have long recognized that
certain communities show particularly poor rates of prenatal care use, and many
of the recent state and local initiatives to combat infant mortality (see
Appendix A) have included careful "mapping" of areas where inadequate use is
prevalent. The maps in Figures 1.2 to 1.5 show rates of insufficient prenatal
care for various geographic areas. Figures 1.2 and 1.3 are of Wisconsin and
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Figure 1.1 Percentage of births to women obtaining late or no prenatal care,
United States, all races, 1985. SOURCE: Children's Defense Fund.

North Carolina and display, respectively, patterns of late or no care and
patterns of inadequate care in 1985. These maps reveal that rural as well as
urban areas exhibit pockets of insufficient prenatal care. Figures 1.4 and 1.5
present a 1985 geographic profile of late or no registration in prenatal care for
the District of Columbia and New Haven, Connecticut. Although each of these
maps takes a somewhat idiosyncratic approach to defining and displaying
geographic variations in use of prenatal care, they effectively communicate the
simple fact that pockets of need exist and can be pinpointed. Such maps also
show that aggregate data, both state and national, can obscure the fact that use
of prenatal care can be exceedingly poor in some smaller areas.

These geographic "hot spots" are perhaps best explained by variations in
income levels within states and communities. As noted earlier, low income is
among the most important factors explaining insufficient use of prenatal care.
Thus, census tracts with high concentrations of low-income individuals are
likely to have high rates of insufficient prenatal care. Other factors that
probably account for these geographic
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Figure 1.2 Percentage of births to women obtaining late or no prenatal care,
Wisconsin, by county, all races, 1985. SOURCE: Wisconsin Department of
Health and Social Services.

concentrations of need include local inadequacies in the health care system
and transportation problems. These obstacles to care and others are taken up in
Chapter 2.

TRENDS IN THE USE OF PRENATAL CARE
Several special studies®®: 3% 40, 41, 42 combined with U.S. natality statistics

published by the National Center for Health Statistics,*> make possible an
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analysis of trends in the use of prenatal care from 1969 to 1985. Table 1.11
shows steady improvement from 1969 through 1980 in the percentage of births
to mothers receiving prenatal care in the first trimester of pregnancy. Since
1980, however, this percentage has remained stable or decreased. Among black
women, declines in early use of prenatal care were registered in 1981, 1982, and
1985.

Figure 1.4 Percentage of births to women obtaining late or no prenatal care,
District of Columbia, by ward, 1985. SOURCE: D.C. Department of Human
Services.

Table 1.12, which displays rates of late or no care, reveals a particularly
troubling trend. There has apparently been an increase since 1980 in the
percentage of births to women with late or no prenatal care. Although this trend
applies to all races, the increase is more pronounced among black women. In
1981, 8.8 percent of births to black women were in this category; by 1985, 10
percent were. In fact, 1985 rates of late or no prenatal care for black women are
about the same as those recorded in 1976; improvements in the interim have, in
effect, been erased. An analysis of trends in the use of prenatal care between
1970 and 1983 found that early enrollment for black mothers in 1982 was 3.6
percentage points below what it would have been if the 1976 to 1980 trend had
continued, and 10.8 percentage points below the expected level based on the
1970 to 1975 trend.**

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/731.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the
original typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be

retained, and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

aching Infants

WHO OBTAINS INSUFFICIENT PRENATAL CARE? 48

Given the size and diversity of this country, it is important to consider
whether all states mirror these national trends or whether a few states are
responsible for observed changes. Table 1.10 shows use of prenatal care for
selected years from 1969 to 1985, based on national data for all 50 states and
the District of Columbia. (Although 1969 data are not available from 13 states
and in 1975 8 states had not yet begun to collect data on time of entry into
prenatal care, general state trends can nonetheless be seen.)

There was a clear pattern of improved use of prenatal care on the state
level in the early 1970s. All 37 reporting states and the District of Columbia
showed smaller percentages of women obtaining late or no care in 1975, as
compared to 1969. Most states demonstrated decreases of

Pesrcentage of Birtha

S
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s

Figure 1.5 Percentage of births to women obtaining late or no prenatal care,
New Haven, Connecticut, by neighborhood, all races, 1982—-1985. SOURCE:
de Andres P., Backus L., Greene M, Pope E, Scholle R, Singleton C, and
Triffin E. Targeting the Problems behind New Haven's Infant Mortality Rate.
A report of a community project conducted by students at the Department of
Epidemiology and Public Health, Yale School of Medicine. New Haven, Ct.
Spring 1985.
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TABLE 1.11 Percentage of Babies Born to Women Obtaining Early Care, by Race,
United States, 1969-1985

Year White Black Total
1969 72.4 42.7 68.5
1970 72.4 44.3 67.9
1971 73.0 46.6 68.6
1972 73.6 49.0 69.4
1973 74.9 51.4 70.8
1974 75.9 53.9 72.1
1975 759 55.8 72.3
1976 76.8 57.7 73.5
1977 77.3 59.0 74.1
1978 78.2 60.2 74.9
1979 79.1 61.6 75.9
1980 79.3 62.7 76.3
1981 79.4 62.4 76.3
1982 79.3 61.5 76.1
1983 79.4 61.5 76.2
1984 79.6 62.2 76.5
1985 79.4 61.8 76.2

SOURCE: Published and unpublished vital statistics data from the National Center for Health
Statistics.

between 25 and 30 percent, and late or no care decreased by nearly 40
percent in several states between 1969 and 1975.

These favorable trends continued into the late 1970s. From 1975 to 1979,
all but 7 of the 43 reporting jurisdictions showed continued declines in the
percentage of babies born to women who had received late or no care.
However, the rate of decline had slowed, and 6 of the 7 states showed an
increase.

Between 1979 and 1985, the increase in the percentage of women
obtaining late or no care evidenced in national statistics was mirrored in states
from every region of the country. For example, although the number of women
beginning care late or not at all in the District of Columbia dropped by 65
percent between 1969 and 1979, the number increased 43 percent between 1979
and 1985. In Oregon and Indiana, the percentages of women who had no
prenatal care or none before the seventh month of pregnancy were greater in
1985 than in any other year since 1975. Maine, Massachusetts, and Utah are
states with generally low percentages of late or no prenatal care, yet they, too,
experienced increases between 1979 and 1985. South Carolina and Florida
experienced upward trends of about 30 percent each between 1979 and 1985.
Overall, 20 states experienced an increase in the percentage of women who
obtained late or no care during
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TABLE 1.12 Percentage of Babies Born to Women Obtaining Late or No Care, by
Race, United States, 1969—1985

Year White Black Total
1969 6.3 18.2 73
1970 6.2 16.6 7.9
1971 5.8 14.6 7.2
1972 5.5 13.2 7.0
1973 5.4 124 6.7
1974 5.0 114 6.2
1975 5.0 10.5 6.0
1976 4.8 9.9 5.7
1977 4.7 9.6 5.6
1978 4.5 9.3 5.4
1979 4.3 8.9 5.1
1980 43 8.8 5.1
1981 43 9.1 5.2
1982 4.5 9.6 5.5
1983 4.6 9.7 5.6
1984 4.7 9.6 5.6
1985 4.7 10.0 5.7

SOURCE: Published and unpublished vital statistics data from the National Center for Health
Statistics.

this period, and a dozen more states showed no decrease. The Ingram et al.
study of the use of prenatal care between 1970 and 1983 confirms the finding
that the trends observed on the national level reflect changes in many states
from all regions.®

It is not known what factors account for these disturbing trends, although a
number of social, economic, and other changes in the 1980s have been offered
as explanations. These include the increase in unemployment in the early 1980s
and the resulting loss of employer-based health insurance and personal income;
the increasing proportion of women of childbearing age living in poverty; and
the increasing number of employed individuals who have inadequate or no
health insurance, along with the continuing erosion of maternity benefits under
private plans. Other reasons include the cutbacks in Medicaid eligibility in the
early 1980s and the declining proportion of the poor covered by Medicaid; the
increasing proportion of births to unmarried women and the growth in the
number of households headed by single women; and the increasingly limited
capacity of the health care systems relied on by low-income women for prenatal
care, caused by funding restrictions and the malpractice squeeze, which is
shrinking the pool of obstetric care providers. Many of these issues are
discussed in Chapter 2.
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Other important trends between about 1970 and the mid-1980s include the
following:

a. The gap between black and white rates of prenatal care use narrowed
between 1970 and 1983, although the pace at which it was closing
slowed toward the latter half of that interval.*0

b. Adolescent mothers were more likely to obtain early care in 1985 than
they were in 1970. Generally, there has been a decline in late or no care
among teenagers; however, the decline has been least for the youngest
mothers, and, as among older women, progress has slowed in the
1980's.47

c. As for black women, increasing percentages of some subgroups of
Hispanic women-particularly Mexican women—obtained late or no care
in the 1980s (Table 1.3).

d. In recent years, there has been virtually no improvement in the
proportion of women with little education who obtained late or no care
(Table 1.5).

e. Between 1970 and 1985, unmarried mothers, particularly unmarried
white mothers, exhibited some of the most rapid decreases in late
registration for prenatal care (Table 1.7).

f. Data from 1975, 1980, and 1985 consistently show that for black
women, first births are the least likely to have had late or no prenatal
care; for white women, second births are the least likely to fall in this
category (Table 1.6).

SUMMARY

Several interrelated demographic factors put women at risk for insufficient
prenatal care: being in a racial or ethnic minority group (especially American
Indian, black, and Hispanic), being under 20 (particularly, under 15), having
less than a high school education, higher parity, and being unmarried.
Geographic analysis also reveals that insufficient use of prenatal care is often
concentrated in areas that can be easily identified. All of these risk factors, in
turn, are closely related to poverty, which is one of the most important factors
consistently associated with insufficient prenatal care.

Unfortunately, the steady progress of the 1970s in drawing more women
into prenatal care early in pregnancy ended in the 1980s. On the important
measure of late or no care, there has actually been a reversal of progress,
particularly for black women.
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Chapter 2

Barriers to the Use of Prenatal Care

Interventions to increase the use of prenatal care should be based on a firm
understanding of why some pregnant women do not obtain adequate prenatal
supervision. As a step in that direction, this chapter outlines a variety of barriers
to care that many women face. Four categories of obstacles are discussed:

1. a set of financial barriers ranging from problems in private insurance
and Medicaid to the complete absence of health insurance;

2. inadequate capacity in the prenatal care system relied on by low-income
women;

3. problems in the organization, practices, and atmosphere of prenatal
services themselves; and 4. cultural and personal factors that can limit
use of care.

FINANCIAL BARRIERS

The average bill for having a baby is about $4,300—a figure that includes
hospital and physician charges spanning prenatal care, labor and delivery
services, a postpartum checkup, and hospital services for the newborn.”!
Considering that the typical annual income of a couple in their

* This figure includes both complicated and uncomplicated pregnancies and deliveries
as well as costs associated with health problems in some newborns.
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Figure 2.1 Percentage distribution of all new mothers by insurance coverage at
time of delivery, United States, 1985. SOURCE: Gold RB, Kenney AS and
Singh S. Paying for maternity care in the United States. Fam. Plan. Perspect.
19:190-211, 1987, table 12.

early 20's—the prime childbearing years—is about $19,800,2 pregnancy
and childbirth can be a great financial burden. It is therefore not surprising that
financial status, and health insurance coverage in particular, plays a major role
in determining whether or not prenatal care is secured. Despite the importance
of health insurance, an increasing number of Americans—some 37 million at
present-are without any. Even those who do have insurance may have little or
no coverage for maternity care.

In this section, three aspects of the insurance problem are discussed: (1)
gaps in private insurance coverage for maternity services; (2) the role of
Medicaid in helping some, but not all, poor women secure prenatal care; and (3)
the problems of women with no health insurance at all. An excellent analysis of
these issues has been published by the Alan Guttmacher Institute (AGI).?> The
sections that follow draw heavily on that report.

To provide background and context for these sections, Figure 2.1 shows
the type of maternity coverage reported for women who gave birth in 1985.
Although these data reflect payment source at time of delivery and not payment
source for prenatal care exclusively, the two sources generally correspond quite
closely.

Private Insurance

Privately insured women are more likely to obtain adequate prenatal care
than uninsured or Medicaid-enrolled women. The reasons for this differential
include the demographic characteristics of privately insured
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women (higher income, more education, and so on), the greater availability of
providers to women with private insurance (which, in turn, is related to more
generous reimbursement patterns and other factors), and the ability of these
women to pay in advance for selected prenatal services.

Some 41 million women (73 percent of women between the ages of 15 and
44) are now covered by private health plans.* Most private coverage derives
from group insurance, obtained by women on their own or through their spouse
or family as an employment benefit. Since the enactment of the Pregnancy
Discrimination Act in 1978, employers have been required to offer maternity
care benefits in the same manner as other medical benefits. As a result, many
more private plans now include maternity coverage. In 1977, only 57 percent of
employees with new health insurance policies had maternity care benefits, but
by 1982 the number had increased to 89 percent.’

Many women do not have access to employer-based group coverage
because they or their spouses are unemployed or work for employers who do
not offer health benefits. Moreover, if the cost to the employee is too high, the
mere availability of an employer-based group insurance plan does not ensure
enrollment. In fact, even enrollment does not guarantee that a woman will be
adequately covered for maternity care or protected from high cost-sharing
burdens. Gaps in coverage, imposition of waiting periods that may exclude
women already pregnant, recent cutbacks in dependent coverage under some
plans, the growing reluctance of employers to help finance dependent coverage,
shifts and increases in premiums, and deductible and copayment requirements
have all placed new and complex burdens on women and young families. A few
of these problems in private insurance are discussed in more detail below.

Eligibility for Coverage

Although over 80 percent of all privately insured Americans under age 65
are insured through their employers, over half of uninsured individuals in 1985
were in families where at least one member had a full-time job.® Whether
employers furnish insurance depends on their financial status, on how highly
they choose to compensate their work force, or both. Small businesses and
employers of low-paid or part-time nonmanufacturing and seasonal workers are
less likely to furnish health insurance or to underwrite the cost of premiums.’
Since women are disproportionately represented in these categories of workers,
they are less likely to be insured.® Firms that pay low wages are substantially
less likely to offer subsidized health insurance as part of their employees benefit
packages, even though it is lower paid employees who are particularly in need
of the subsidy.” Moreover, in recent years employers who do subsidize
employee coverage have begun to reduce or
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in some instances eliminate their contributions.'® This trend has particularly
serious implications for women employed at minimum wage jobs, since the
minimum wage has remained fixed and unadjusted for inflation since 1980.

Women who are not in the labor force are almost entirely dependent for
private insurance on their spouses' family coverage through employers' plans.
Thus, women who are not married and are unemployed or marginally employed
are significantly more likely than women who are married or employed full-
time to have no private insurance. Similarly, nonworking women in poor and
near-poor families are particularly likely to be without private insurance
because their spouses, like low-income workers generally, tend to have no
employer-based insurance, to have employer-based insurance covering the
working spouse only, or to have access only to coverage that is too costly to
buy. The increase in single-parent families (whether headed by a divorced or
separated parent or a never-married parent) has also contributed to the growing
number of families without private coverage. Single-parent families are three to
four times more likely to be completely uninsured than two-parent families.'!

Even women who have coverage may face long waiting periods before
benefits can be obtained. The AGI report notes that:

. . . 58 percent of full-time employees participating in employment related
health insurance programs—including about 20 million women of reproductive
age—belong to plans that require a waiting period . . . 18 percent [of such
employees] belong to plans that impose waiting periods of 10 months or more,
thus effectively precluding any reimbursement for care during pregnancy.'?

Scope and Depth of Coverage

Employees and families with private insurance are increasingly likely to be
covered less comprehensively than they were in the past. The Pregnancy
Discrimination Act of 1978, which mandates that private insurance plans
provide coverage of routine maternity care, does not apply to employers of
fewer than 15 persons, and not all states have enacted remedial legislation of
their own to close this gap. Furthermore, such state laws, where applicable, do
not apply to employers who self-fund their insurance coverage. As a result,
some five million women have insurance plans with virtually no coverage for
maternity care.'3

In addition, insurers have varying policies regarding coverage of
laboratory, X-ray, and other supplemental services such as nutritional
counseling. Some private insurance plans either fail to cover benefits that may
be important to pregnancy outcomes or impose limits on coverage unrelated to
medical need. For example, in 1985 only 55 percent of private plans covered
home health care.'*
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Patient Cost-Sharing

Except for prepaid health plans, first-dollar coverage of prenatal and
delivery costs is seldom included in private health insurance packages. Pregnant
women usually pay an initial deductible, and physicians generally require a
relatively large payment in advance for prenatal care. At the time of delivery,
pregnant women may also be asked to pay a percentage of hospital room
charges (typically 20 percent, sometimes more). Recent employer cost-
containment strategies have included significant increases in deductibles and
coinsurance obligations, which pass the cost directly on to the individual.
Although adequate data on out-of-pocket costs for pregnancy and childbirth
among privately insured women are unavailable, it is apparent that, for some
women, the required cash payments are significant and burdensome.

Medicaid

The Medicaid program is the largest single source of health care financing
for the poor and is generally believed to be primarily responsible for the
increased use of medical services by low-income individuals since its enactment
in 1965. With regard to prenatal care specifically, the National Center for
Health Statistics' (NCHS) natality data from 1969 (the first year in which NCHS
compiled such data) and 1980 show significant improvements in the use of
prenatal care shortly after Medicaid was enacted and 11 years later, as
evidenced by increases in the proportion of pregnant women seeking care in the
first trimester (Table 1.11). Since 1980 there has been little improvement, as
discussed in Chapter 1. Table 1.11 shows that the greatest increase in use of
prenatal care between 1969 and 1980 was among black women. In 1969, 43
percent of black women and 72 percent of white women initiated prenatal care
in the first trimester of pregnancy. These figures increased to 63 percent for
black women and 79 percent for white women in 1980. These differential gains
may be due to the fact that higher proportions of black women were living in
poverty and enrolled in Aid to Families with Dependent Children (AFDC—that
is, welfare) during this period, and AFDC enrollment has traditionally included
eligibility for Medicaid benefits. These findings underscore the special role of
Medicaid in increasing minority access to prenatal care.

Selected state reports confirm the importance of Medicaid in securing
prenatal services. For example, Norris and Williams examined the impact of
Medi-Cal (California's Medicaid program) on perinatal outcomes in California
and found major differentials in prenatal care use among selected ethnic groups
between 1968 and 1978, a period of significant Medi-Cal expansion. In 1968,
Medi-Cal reimbursed costs for 13 percent of all California births; in 1978, it
reimbursed 27 percent. Although the proportion of women receiving care in the
first trimester increased for all
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groups in the state during that period (whether enrolled in Medi-Cal or not), the
increase was greatest among enrolled women. For example, among white (non-
Spanish surname) women on Medi-Cal, 46 percent began prenatal care during
the first trimester in 1968; by 1978, that figure had grown to 65 percent—a gain
of almost 20 percentage points. Among white (non-Spanish surname) women
not enrolled in Medi-Cal, the improvement was more modest: 76 percent began
care in the first trimester in 1968 versus 82 percent in 1978.13

Despite such favorable trends, data also show that women covered by
Medicaid do not obtain prenatal care as early in pregnancy or make as many
visits to providers as women with private insurance. For example, using data
from New York City in 1981, Cooney compared delayed care among Medicaid
recipients with delayed care among women with less than 12 years' education (a
proxy measure for low income) who had private insurance. In 23 out of 30
subgroups defined by race, marital status, and age, more Medicaid recipients
obtained delayed care than women with third-party insurance.'® Similarly, a
1986 survey of over 2,000 women in Texas found that 85 percent of women
with private health insurance began prenatal care in the first trimester versus 40
percent of women enrolled in Medicaid; about 5 percent of privately insured
women had five or fewer prenatal visits versus 25 percent of women in
Medicaid.!” Data from the National Survey of Family Growth and several other
state surveys confirm this general picture.'®1°

It is important to add, however, that few of these studies analyzing use of
prenatal care by insurance coverage control for the changing eligibility status of
women over the course of a pregnancy. In particular, a woman listed as
Medicaid-enrolled at the time of delivery may not have become eligible for the
program until just before delivery. If, in addition, she delayed beginning
prenatal care, she will be counted as a Medicaid-enrolled woman who began
care late, even though her delay in beginning care and her Medicaid status may
or may not have been related.

Despite this methodological problem, at least three factors suggest that
these studies are accurate in their finding that Medicaid is associated with more
limited prenatal care than is private insurance. First, as discussed later in this
chapter, the Medicaid enrollment process is so time-consuming that a woman
may be well into her pregnancy before her eligibility is established. Thus, she
may have been financially unable to obtain care earlier. Second, Medicaid-
insured women rely more heavily on clinics for prenatal care than do women
with private insurance, and in many communities these clinics are overburdened
and unable to schedule appointments promptly.”’ Also, the number of
physicians accepting Medicaid-enrolled pregnant women has always been
limited and in some areas it is decreasing. (These issues of system capacity are
taken up later in
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TABLE 2.1 Annual Visits to the Doctor and Other Characteristics of Poor Women®*
with an Infant Age 3 Months or Younger, National Health Interview Survey, 1978,
1980, and 1982

Poor Women

Characteristic Uninsured (N Medicaid (N Other
=T71) =98) Insurance (N
=132)

Annual visits to doctor (no.) 11.0 12.6 13.1
Black (%) 19.7 429 18.2
Community type (%)

Central city 28.2 48.0 28.0

Rural 56.3 194 40.2
Region (%)

Northeast 9.9 23.5 17.5

South 53.5 24.5 439

North central 15.5 31.6 25.0

West 21.1 20.4 13.6
Education (years) 10.9 10.6 11.7
Family income ($ 1982) 1,672 1,438 2,429
Marital status and age (%)

Unmarried, 17- 9.9 21.4 3.8

19

Unmarried, 20+ 8.5 459 6.1

Married, 17-19 12.7 5.1 12.1
Fair or poor health (%) 14.1 17.3 12.1

NOTE: Insurance status reflects coverage at some time during the interview year. It was not
possible to identify when during the pregnancy coverage of a given type began. Also, this

sample included poor women with an infant age 3 months or younger at the time of the

interview. Their reported annual visits to a doctor largely reflect prenatal care; however, a
postpartum visit and visits not directly related to the pregnancy were also included in each
woman's total count of visits.

2 Real income per family member of less than $3,500 in 1982 dollars.

SOURCE: 1978, 1980, 1982 National Health Interview Surveys; calculations by J. Hadley for the
Office of Technology Assessment, U.S. Congress.

this chapter.) Finally, women on Medicaid are, by definition, at the bottom
rung of the economic ladder and are characterized by numerous other
demographic factors associated with insufficient prenatal care, including having
limited education, being unmarried, under 20, and in fair or poor health. (See
Table 2.1, although note that the table only reports on poor women; if Medicaid-
enrolled women were compared with all women, evidence of their disadvantage
would be more striking.) Given these attributes of the Medicaid population,
health insurance alone is unlikely to close the gap between their use of health
services and that of more affluent women with private coverage.
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It is not as clear how Medicaid-enrolled women compare with uninsured
women in their use of prenatal care. Some studies find that uninsured women
receive quantitatively more adequate care than Medicaid-enrolled women. For
example, a 1986 survey of 517 births in Rhode Island found that 84 percent of
women with private insurance, 70 percent of uninsured women, and 57 percent
of Medicaid-insured women obtained adequate prenatal care.?! By contrast, a
General Accounting Office (GAO) study of 1,157 pregnancies found that both
Medicaid-enrolled and privately insured women began care earlier in pregnancy
and saw a provider more frequently than did women with no insurance.??
Hadley examined the use of prenatal care by pooling data from the 1978, 1980,
and 1982 Health Interview Surveys. He found that when analysis is confined to
poor women only—that is, when poverty is held constant—Medicaid-enrolled
women made more visits to a doctor than uninsured women, though less than
privately insured women (Table 2.1).

The picture that emerges from these many data sets is that Medicaid has
improved access to prenatal care for poor women. Enrolled women, however,
still do not obtain as much prenatal care as women with private insurance,
whether measured by trimester in which care was begun or number of visits. On
the other hand, enrolled women probably obtain more prenatal care than
uninsured women (when poverty is held constant), although the data on this
relationship are mixed.

Despite the importance of Medicaid in helping many low-income
individuals (including pregnant women) gain access to health care, a substantial
proportion of the poor is not covered by this program. In fact, in 1988 the
average income eligibility ceiling for Medicaid was only 49 percent of the
federal poverty level.??> Though designed to meet the medical needs of the
disadvantaged, Medicaid in 1985 "reached less than half the people under the
federal poverty level in 36 states and in 22 of those states it reached less than a
third."?* In addition, the proportion of the poor covered by Medicaid has
decreased: it is estimated that in 1976, 65 percent of the poor were covered by
Medicaid; in 1984, the comparable figure is 38 percent.”’

Aware of the inadequate coverage of Medicaid for many pregnant women
and children, Congress has recently expanded eligibility for Medicaid by means
of the Deficit Reduction Act of 1984, the Consolidated Ominibus Budget
Reconciliation Act of 1985, the Omnibus Budget Reconciliation Acts of 1986
and 1987, and the Medicare Catastrophic Coverage Act of 1988. Two of the
most important reforms in these laws are (1) removing the consideration of
"household composition” from eligibility determinations for pregnant women
and (2) severing the link between Medicaid and AFDC. The 1986 law allowed
states for the first time to offer Medicaid to poor children (up to age 5) and to
pregnant women with
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incomes up to 100 percent of the federal poverty level, regardless of their
eligibility for welfare or cash assistance under a state's AFDC guidelines. Two-
thirds of the states chose to adopt this expansion, and the 1988 law requires all
states to have such coverage by 1990. The 1987 law permits states to expand
eligibility even further for poor children (up to age 1) and for pregnant women
with incomes up to 185 percent of the federal poverty level. As of June 1988,
six states had done s0.?° The importance of separating Medicaid from welfare
merits emphasis. It affords states the opportunity to increase Medicaid
eligibility for particular subgroups, and to receive federal matching funds,
without increasing AFDC program costs.

Also available to states are two other important means of severing health
care financing from welfare in certain ways and for certain groups: "medically
needy"” programs and coverage of two-parent families with an unemployed
parent (so-called AFDC-UP or Medicaid-UP programs). These option and the
newer ones noted above are described by the American Hospital Association in
Medicaid Options: State Opportunities and Strategies for Expanding
Eligibility.”

Congress is considering additional reforms to increase Medicaid
enrollment among eligible pregnant women and children. For example, a recent
legislative proposal would expand Medicaid to help finance casefinding and
other activities to identify eligible individuals and assist them in enrolling in the
program. The legislation would also require states to maintain an adequate
number of obstetrical providers in the program.

Uninsured Women

Despite economic recovery and rising employment, lack of health
insurance has become an increasingly important social and economic problem
in the United States in recent years. By the mid-1980s, more than 37 million
Americans were completely uninsured.

Women of childbearing age are disproportionately represented among the
uninsured.”® An estimated 26 percent of women of reproductive age (14.6
million) have no insurance to cover maternity care, and two-thirds of these (9.5
million) have no insurance at all.

Of poor women, 35 percent are completely uninsured. As one might
anticipate, the women that are most likely to be uninsured are the most likely to
be poor—those who are black or Hispanic, poorly educated, working in low-
paying jobs or unemployed, unmarried, or in their early 20's.%’

Poor women with no insurance face significant obstacles to obtaining
prenatal care. Their options are limited to charity care at the hands of willing
providers or care in public health clinics and other settings usually financed by
public funds. As the section on system capacity below notes,
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in many areas these clinics are so overburdened that prompt entry into care can
be very difficult.

Provision of free care in clinics and other settings can soften the effects of
being uninsured. For example, the GAO study referred to earlier reported that:

. about 86 percent of the interviewees at Cooper Green Hospital in
Birmingham, Alabama, where free prenatal care is available through the public
health department, were uninsured mothers. Yet, none of these women who
received insufficient care cited lack of money as their most important barrier.
By contrast, about 27 percent of the women delivering at Los Angeles County—
USC Medical Center who obtained insufficient care cited lack of money as the
most important barrier. About 94 percent of the births at the hospital were to
uninsured mothers. Los Angeles County clinics charge $20 per visit for the
first seven prenatal care visits.>

It is not known how extensive the availability of free care is nationally or
what recent trends have been, although a recent survey suggests that state
maternal and child health agencies are able to finance only a small portion of
the prenatal care needed by uninsured women—those most likely to seek free or
reduced cost care.3%

Unfortunately, the proportion of women age 15 to 44 who have no health
insurance is likely to grow. Women increasingly work in industries least likely
to offer health insurance (such as service and retail jobs); they are also
increasingly likely to work part-time, which usually carries no health insurance
benefits.’! Other reasons were noted earlier: growing gaps in the employer-
based insurance system and the decreasing proportion of the poor covered by
Medicaid. Although expansions of Medicaid will help finance care for some
portion of uninsured women, the problem of absent health insurance has
outstripped the remedial steps taken thus far.

To sum up, three major themes emerge from the extensive data on the
relationship between use of prenatal care and the availability of private
insurance, Medicaid, or no insurance. First, women with private insurance are
more likely to obtain sufficient prenatal care than those with Medicaid coverage
or no insurance, although there are troubling gaps in private insurance coverage.
Second, Medicaid has undoubtedly increased access to prenatal care for low-
income individuals, but many poor women are not covered by the program,
particularly in the first months of pregnancy. Third, a significant number of
women have no insurance at all and must depend on charity care, publicly
financed clinics, or other resources to obtain prenatal services. The size of this
last group is likely to expand.

INADEQUATE SYSTEM CAPACITY

Inadequate capacity in the maternity care system often used by low-income
women constitutes a second barrier to use of prenatal care. This
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section outlines two closely related aspects of the capacity issue: first,
inadequate numbers of, and long waiting times for appointments at, facilities
such as Community Health Centers and health department clinics—settings that
have traditionally provided prenatal care to those unable or unwilling to use the
private care system; and second, problems concerning the availability of
maternity care providers including the uneven distribution of physicians
nationally, the unwillingness of some physicians to care for Medicaid-enrolled
pregnant women, and the malpractice problem.

Services in Organized Settings

Women with limited financial resources, especially women with neither
public nor private health insurance, frequently seek prenatal care in so-called
"organized settings," as distinct from private physicians in office-based
practices. These settings include hospital outpatient departments, Community
Health Centers and Migrant Health Centers, public health departments,
Maternity and Infant Care projects, and school-based prenatal services.

Several national surveys confirm that these settings are important sources
of care for poor women and for young, unmarried, black, or Hispanic women—
the same groups at risk for inadequate use of prenatal care. For example, the
1982 National Survey of Family Growth (NSFG) revealed that, although private
doctors are the major source of care for both poor and nonpoor women (54 and
83 percent, respectively), clinics are much more important for poor women (that
is, women with incomes of less than 150 percent of the federal poverty level).
About 39 percent of poor women used clinics, compared to 12 percent of
nonpoor women. The NSFG also showed that, among pregnant women, about
36 percent of Hispanic women, 45 percent of black women, 42 percent of
women under age 20, and 47 percent of unmarried women went to a clinic for
their first prenatal visit, as compared with about 10 to 15 percent of white,
older, and married women.’> Women enrolled in Medicaid were particularly
inclined to seek prenatal care at clinics: 60 percent of women whose delivery
was paid for at least in part by Medicaid obtained prenatal care at a clinic versus
21 percent of all women.’> The 1980 National Medical Care Utilization and
Expenditures Survey (NMCUES) also shows that poor, minority, and single
pregnant women rely heavily on clinics for prenatal care.>*

The special value of these clinics—these organized settings—stems from
at least three factors. First, as just noted, they typically provide prenatal care to
uninsured or Medicaid-enrolled women. Second, the poor, the very young, and
persons not part of mainstream culture often need intensive health education
and require assistance in areas beyond medical care, such
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as housing, welfare, and nutrition. Organized settings are usually able to link
women to a broader array of services than office-based private physicians are,
and clinics often provide more comprehensive care, including, for example,
classes in preparation for childbirth and parenting. Finally, some data indicate
that pregnant women in these settings begin prenatal care earlier and receive
more visits than comparable groups of pregnant women using other systems of
care.®

Several data sources suggest that there is a growing demand for prenatal
services in clinics—a picture consistent with the increasing number of women
of reproductive age without adequate private health insurance and the
decreasing number of private providers caring for Medicaid-enrolled and other
low-income women (see below). The Public Health Foundation, for example,
reports that reliance on public health clinics for prenatal care has been
increasing. State Health Agencies provided clinical services to 12 percent of
pregnant women in fiscal year (FY) 1981, 13 percent in FY 1983, and nearly 15
percent in FY 1985. The percentage of women receiving prenatal care in local
public health agencies is probably higher because of underreporting to the state
department of health.3

Community Health Centers (CHCs) and Migrant Health Centers (MHCs)
have also emerged as major sources of care for poor families. Some 5.5 million
persons obtain health care through these centers and prenatal services are an
important part of the comprehensive services provided. The Bureau of Health
Care Delivery and Assistance estimates that in 1986 the CHC-MHC network
provided prenatal care to more than 118,000 women. The demand for perinatal
services (both prenatal and delivery care) through these clinics has increased
steadily during the 1980s.%’

Hospital clinics are another important source of prenatal services,
especially for women with high-risk pregnancies. In some urban
neighborhoods, hospital clinics are virtually the only source. Although national
data on the number of such hospital services and on trends inpatient load are
unavailable, numerous anecdotes suggest that in some communities demand for
care in these clinics has increased dramatically in recent years.

Are there enough of these clinics and enough appointment slots in each to
care promptly for the women who seek services in these settings? Reports from
several sources suggest that the answer is no. For example:

a. Brooks and Miller compared information obtained in 1978-1979 and in
1982-1983 from 15 local health departments geographically dispersed
throughout the United States. In part because of reduced federal funding
and a deep recession in the 4 years between studies, the departments as a
group had smaller budgets and staffs, experienced a greater demand for
their services, and were forced to accentuate income-producing services.
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Most of the 15 reported reduction or elimination of maternity services,
nutrition services, or both.38

b. In September 1985, the Los Angeles County Department of Health
Services surveyed its 42 public health clinics and comprehensive health
centers offering prenatal care. Twenty-five of these clinics had waiting
times of more than 2 weeks for an initial prenatal appointment; the
median waiting time in these 25 clinics was 21 days, and 16 had waiting
times ranging from 4 to 14 weeks.>® As one of the authors of this
backlog study said, "A woman has to call for an appointment before she
gets pregnant to get an appointment before the end of her first
trimester."

c. In a national survey of barriers to prenatal care, the General Accounting
Office cited numerous instances of limited capacity. For example,
"according to the nurse coordinator at the Charleston [West Virginia]
prenatal care clinic, the clinic has had to close admissions once a year
for the past 4 years because of high patient volume and limited staff.
Clinic personnel in mid-November 1986 . . . said that they would accept
no new patients until mid-January, 1987."4!

d. In a recent 3-month period (June through August 1986) in San Diego
County, 1,245 women seeking prenatal care were turned away by
publicly financed community clinics because the clinics were filled to
capacity. Similarly, in Orange County, California, 2,000 women who
turned to the county's prenatal clinics in 1985 could not get
appointments. County health officials estimated that half of the patients
who could not be cared for at county clinics were unable to obtain
prenatal care elsewhere in the county.*?

e. A survey in 1982 of 12 private, nonprofit hospitals in New York City
revealed waiting times for a first prenatal appointment of up to four
months.*3

In the absence of comprehensive state or national data, it is impossible to
determine how widespread such system overload is or whether other care
networks have been able to meet changing needs. Numerous reports suggest,
however, that in some communities the capacity of the clinic systems relied on
by low-income women is so limited that prompt care is not always available
and that in some additional areas care is unavailable altogether. It is important
to stress that adequate, even excess, capacity can exist for affluent women in the
same geographic area as inadequate capacity for low-income women.

Maternity Care Providers

Capacity also hinges on the distribution and practice patterns of providers.
Obviously, maldistribution of physicians can affect a woman's ability to secure
adequate, timely prenatal care. While there are more physicians per capita in the
United States than in virtually any other
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country, some communities do not have enough physicians to meet their needs
and others have no physicians at all. In New York State, for example, there are
220 physicians per 100,000 persons, compared with only 80 per 100,000 in
Mississippi; the national average is 140 per 100,000. More than 5,000
communities, most of them rural, have no doctor.**

The uneven distribution of providers is a particularly serious problem in
maternity care. In 1983, the state of Mississippi reported to the President's
Commission on Ethical Problems in Medicine that 51 of its 82 counties had no
obstetrician.* Similarly, 11 of California's 58 counties have no board-certified
obstetrician-gynecologist, and 9 of these counties have no public prenatal care
clinic either.*® The American College of Obstetricians and Gynecologists
reports that, although the number of residents and practicing obstetricians per
100,000 persons has been increasing, one-fourth of 577 areas in the United
States (defined by zip codes) have fewer than four obstetricians per 100,000,
and 38 of the 577 areas have no obstetrician at all.*’

Even in communities with an adequate supply of providers, poor and
uninsured pregnant women may not have access to care unless providers are
willing to accept their form of payment. Large numbers of obstetricians in
particular do not accept Medicaid as payment, and many more will not take
patients who are uninsured. For example, a 1985 California survey found that
15 of the state's 58 counties had no obstetrician who would accept Medi-Cal
patients—even though more than 13,000 women of childbearing age who were
eligible for Medi-Cal lived in those counties.*® Among primary care physicians,
obstetricians have been tagged as the least likely to accept Medicaid patients.
Mitchell and Schurmann reported that between 1977 and 1980, nearly 36
percent of all obstetricians said they did not provide care to Medicaid patients,
compared with 25 percent of general practitioners, 23 percent of pediatricians,
and 20 percent of physicians in internal medicine.*’ A 1983 national survey of
private physicians who provide obstetric care found that 44 percent did not
accept Medicaid reimbursement.’® Moreover, there is evidence that overall
provider participation in Medicaid (including providers of obstetric care) has
decreased in recent years.>!

Several reasons have been cited for the limited and declining participation
in Medicaid of obstetricians and other maternity care providers: inefficient
processing of Medicaid claims and burdensome paper work leading to delays in
reimbursement; payment through a global fee rather than a per-visit fee; and a
feeling that the risk of malpractice claims in a Medicaid population is greater
than in other populations. The most important deterrents, however, appear to be
rising malpractice costs (discussed below) and reimbursement rates that
represent only a fraction of cost or of privately reimbursed fees.

With regard to reimbursement, the Alan Guttmacher Institute found in
1986 that physicians' usual charges averaged $830 for a vaginal delivery
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and $1,040 for a cesarean section; both figures included prenatal care. Medicaid
reimbursement for these services was substantially lower. For example,
although the maximum reimbursement for a normal vaginal delivery averaged
$554, the range among states was substantial—from $216 in New Hampshire to
$1,027 in Massachusetts.’> Although Medicaid reimbursement rates have risen
in recent years—quite substantially in a few states—they remain below
physicians' usual charges.

The problem of low Medicaid reimbursement is exacerbated by the high
proportion of Medicaid women who are high-risk patients. Because of multiple
health and social problems, these women often need more frequent and
comprehensive maternity care than more affluent women, and such extra care
can be time-consuming and expensive to provide. Indeed, the case could be
made that, because many pregnant women enrolled in Medicaid are at high risk,
reimbursement for their care should be greater than average fees.

The availability of nurse—practitioners and certified nurse-midwives
(CNMs) deserves special comment in this discussion of system capacity.
Despite the evidence that such personnel are particularly effective in managing
the care of pregnant women who are at high risk because of social and
economic factors—and that CNMs especially serve disproportionate numbers of
women who are poor, adolescent, members of minority groups, and residents of
inner cities or rural areas—Ilegal restrictions and obstetrical customs limit their
numbers and scope of practice.>® At present, only about 2,600 CNMs are
actively in practice in the United States, even though in many European nations
they provide the majority of maternity services.

Malpractice

Underlying this complicated issue of a limited pool of providers is the
current malpractice situation. In recent years, obstetrical providers' medical
malpractice insurance costs have risen dramatically—doubling between 1982
and 1985—because of changes in medical technology, the use of national rather
than local standards of care in assessing malpractice, questions of inadequate
supervision and sanction of substandard physicians, large awards in malpractice
suits, contingency fees for attorneys, certain insurance company practices, and
other factors. These issues and others related to malpractice are discussed in
more detail in the paper by Rosenbaum and Hughes, which appears at the end
of this volume.

The increase in malpractice insurance premiums and a growing concern
about the risk of malpractice litigation are associated with the increasing
number of providers who have discontinued or significantly reduced their
obstetrical practice. A comparison of 1983 and 1987 surveys of obstetrician-
gynecologists reveals that the percentage of respondents indicating decreases in
their level of high-risk obstetrical care due specifically to
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malpractice concerns increased from 18 percent to 27 percent. Malpractice
concerns were also linked to a decrease in the number of deliveries that
respondents performed and to an increase in the percentage who stopped
practicing obstetrics altogether.’*>> Similarly, in 1986 the American Academy
of Family Physicians reported that 23 percent of its members had stopped
practicing obstetrics due to malpractice concerns.*®

Reports from individual states mirror these national trends.”’” For example,
an Oregon survey of physicians providing obstetrical services concluded in
1987 that "the availability of obstetrical care in Oregon has become a critical
issue over the past few years as increasing numbers of physicians eschew the
practice of obstetrics in light of increasing malpractice insurance premiums and
a rising probability of litigation.">® Between 1984 and 1987, 25 percent of the
pool of delivery physicians was lost in that state.”® Community Health Center
directors in Florida, Texas, California, and New York report that local
obstetricians who used to take referrals from CHCs no longer do so because
they have given up obstetrical practice, largely in response to rising insurance
costs and concerns about malpractice litigation.?” In some U.S. communities,
particularly those with poorer populations and no teaching or public facilities,
obstetrical care may be disappearing entirely.

A closely related effect of the malpractice situation is that publicly
financed clinics and health centers are finding it more difficult to obtain liability
insurance and to find providers willing to serve in the clinics, thus contributing
further to the reduced availability of subsidized maternity care for poor and
uninsured women. Such chronically underfunded facilities as inner-city health
centers often cannot afford increasingly costly insurance and must therefore cut
back on their obstetric services. CHCs' insurance rates have risen so sharply that
some centers have been forced to discontinue obstetric care entirely. Policies
that cost between $800 and $900 in 1985 cost $12,000 in 1986.%! Various
communities, such as the District of Columbia, report that maintaining prenatal
services in public clinics is becoming increasingly difficult because of liability
costs and concerns.®?> Confirming these scattered reports, 85 percent of agencies
responding to a national survey on reasons for poor provider participation in
public programs serving low-income women said that "physicians 'often' say
they do not participate because public program fees are insufficient to cover
their malpractice [insurance] costs."®

ORGANIZATION, PRACTICES, AND ATMOSPHERE OF
PRENATAL SERVICES

Although the insurance and capacity problems described in the preceding
sections are common barriers to prenatal care, use can also be limited
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by the way services are organized and provided at the local level. Such
problems usually cannot be resolved by giving pregnant women insurance or
locating a provider. They stem from inadequate coordination among services,
problems in securing Medicaid coverage, and such classic access problems as
transportation difficulties, inhospitable provider practices, and cultural barriers.
Although many of these problems are experienced primarily by low-income
women, they are not limited to the poor. Child care problems, for example, or
difficulty in taking time off from work for a prenatal visit, can be experienced
by women of all incomes.

Links Among Services

Several federal programs furnish prenatal care and related services to low-
income women: Medicaid; the Maternal and Child Health (MCH) Services
Block Grant; the Special Supplemental Food Program for Women, Infants, and
Children (WIC); Community Health Centers; and Migrant and Rural Health
Centers. Each is designed to serve a different function: a source of payment
(Medicaid), direct services (MCH Block Grant and heath centers), and
nutritional supplementation and education (WIC). In theory, these programs can
furnish many pregnant women with a wide array of maternity services; in fact,
however, the programs are not always carefully coordinated at the local level to
ensure optimal benefits. Moreover, links among these publicly financed
services, private physicians, and such other service systems as welfare and
housing are often fragile to nonexistent.

Without doubt, limited funding of these programs has contributed greatly
to their inability to ensure full access to comprehensive care. For example, the
Southern Regional Task Force on Infant Mortality reported that, although
Congress appropriated $457 million for the MCH Block Grant in FY 1986, all
19 states and territories surveyed by the Task Force claimed that Block Grant
funds were insufficient to meet maternity needs.** Even when fully funded,
however, programs are difficult to coordinate because they are often
independent of one another and have separate administering agencies, rules and
guidelines, and organizational and political constraints. For example, although a
woman may be eligible for both Medicaid and services through a health
department clinic, enrolling in both systems may require applying at different
sites, meeting different eligibility standards, completing different applications,
and furnishing different documentation. Moreover, the programs may rely on
different providers. In some states, public health clinics and CHCs are not
certified as Medicaid providers, thereby limiting the choices available to
pregnant women enrolled in Medicaid.

Similarly, WIC services and prenatal care are not routinely coordinated. A
Department of Health and Human Services study showed that, among
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five sample states where income eligibility for prenatal services and the WIC
program were identical, WIC enrollment among the prenatal care patients
averaged only 58 percent. Such low rates of participation were attributed to
many of the same barriers to coordination that exist between Medicaid and
publicly financed prenatal services.%

Another important example of poor linkage is the gap between pregnancy
testing and prenatal care. Although pregnancy tests are widely available in a
variety of settings, anecdotal reports suggest that a positive pregnancy test does
not routinely lead to a prompt prenatal care appointment for women who choose
to carry the pregnancy to term. Pregnancy-testing sites commonly provide
telephone numbers for prenatal services to women receptive to such a referral,
but it is less common for a first prenatal visit to be actually scheduled or, if
broken, followed up. This gap can be associated with major delays in beginning
prenatal care. For example, a study in Hartford, Connecticut, showed that
among teenagers under 18 there was a mean delay of almost 5 weeks between
confirmation of pregnancy and a first prenatal visit.®® A study in Ohio found
that, among a sample of low-income women, close to 40 percent waited 2
months or more after a positive pregnancy test to contact a prenatal care
provider for an appointment.®’” Ambivalence may account for a significant
amount of this delay, but the studies also reveal an opportunity for better
coordination among systems (see Appendix A).

Whether a woman has a usual source of health care is another aspect of
service coordination. Numerous studies have documented greater use of
prenatal care among women who regularly use a health care facility than among
those who, for example, rely on emergency rooms for episodic care or have no
regular health care provider.®® Such studies suggest that women who have only
a marginal connection to the health care system are not likely to establish one
during pregnancy.

Medicaid Application Procedures

As described earlier, the Medicaid program is the major source of payment
for care obtained by poor pregnant women, yet actual enrollment rates among
eligible women are low and vary across states. A study by the National
Governor's Association found that state enrollment among women who were
newly eligible in the early 1980s ranged from 11 percent to 84 percent. For
example, when North Carolina expanded its program to include several new
groups of pregnant women, only 1,470 of an estimated 2,100 newly eligible
recipients enrolled in the first year. Other states, including Arkansas, Texas,
Mississippi, and Florida, report similar shortfalls.®

Many problems and complexities in the administration of Medicaid
underlie these gaps between potential and actual numbers of program
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participants. In particular, Medicaid programs rarely invest in publicizing their
benefits or how to enroll. Consequently, women may fail to obtain Medicaid
coverage because they know little about the program, are unaware of their
eligibility, do not know how to apply for coverage, or a combination of all
three. For example, a recent survey of state Medicaid programs showed that
brochures about the program rarely mention pregnancy as grounds for
eligibility, and few conduct any comprehensive activities to let potential
recipients know of the program.”® Given the relentless pressures on Medicaid to
contain costs, the disinclination to advertise or to recruit recipients aggressively
is not surprising.

Even women who know about Medicaid and try to apply are not assured
an easy process, particularly if they are not on welfare already (and thus
automatically enrolled in Medicaid) and are eligible for the program only
because of their pregnancy. Complicated application forms, a stressful
certification procedure, denials of eligibility on the basis of incomplete
evidence, requirements of extensive documentation, long delays between
application and notification of eligibility, and loss of eligibility during
pregnancy are widely reported. Many of these problems can be traced to state
and federal regulations shaping the program and to the threat of fines for
enrollment errors (in particular, enrolling women who are later found to be
ineligible). Investigators from the Alan Guttmacher Institute found, for
example, that applications run from 4 to 40 pages long, the average length being
14. They described how intricate the applications can be:

A typical application often includes 80 or 100 questions about the applicant's
and her household members' identity, income, assets and outgoings. There are
usually questions on the value of any property owned, jewelry, cars, life, health
and burial insurance, cash on hand, Christmas fund accounts and many other
items of value. Income from numerous sources is counted, including
employment, public assistance, interest, scholarships, loans, gifts, free meals
received, etc. The education and employment status of each household member
is probed as are expenditures for such items as child care, utilities and medical
bills. The identity of each household member must be proven by a social
security card and/or a birth certificate and virtually every financial item must
be documented. A single missing utility bill, apartment lease, rent receipt, or
evidence of a checking account balance or child care expenses can cost an
individual eligibility for the program. As one would expect, then, it can easily
take applicants two or three visits—and sometimes more—to the welfare or
social service office to complete the application and supply the required
documentation. Each visit can entail a half day at the office, much of it spent
waiting to see an eligibility worker, and for some women may entail taking
time off work without pay. Moreover, once an individual becomes eligible, any
changes in income, expenditures or household composition must be promptly
reported under penalty of losing benefits, and eligibility must be redetermined
periodically, as required by the state. In most states, a Medicaid card is mailed
to recipients monthly to minimize the chances of an ineligible person having
use of the card. In the 6 states where Medicaid is administered at the county
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rather than the state level, additional application forms and procedures may be
required.”!

A lapse of several weeks between application for and notification of
eligibility is common. States in the South, for example, report an interval of
about 5 weeks. Moreover, if the actual Medicaid card is not sent with the letter
notifying a woman she has been found eligible, additional delays in obtaining
prenatal care may occur, because some health care providers are reluctant to
accept the letter as evidence of enrollment. A recent provision in federal
Medicaid law permits states to authorize certain health care providers to make
preliminary determinations of Medicaid eligibility for pregnant women and to
be reimbursed for providing services to them for 45 days or until eligibility is
actually determined—so-called presumptive eligibility. By July 1988, 19 states
had adopted a presumptive eligibility program for pregnant women.”

Another option open to states that wish to shorten the application process
is waiving consideration of assets in determining eligibility. As of June 1988,
25 jurisdictions had completely eliminated use of an assets test, and a few
others have simplified and liberalized their means test. States have also recently
been given the option of ensuring continuous, uninterrupted coverage for
Medicaid-enrolled pregnant women, eliminating the risk of losing coverage in
the middle of pregnancy. As of June 1988, 27 jurisdictions had taken advantage
of this provision.”?

The difficult application process, the complexity of the program and the
great variations in the program across states create the impression of a system
designed to discourage rather than encourage entry into prenatal care. Although
Congress and the states have taken a number of steps recently to improve
Medicaid—in particular, to broaden eligibility—the program is still limited in
its ability to draw low-income women into prenatal care promptly with minimal
bureaucratic harrassment.

Classic Barriers to Access

Several classic access barriers, well recognized in the large literature on
barriers to health services generally, continue to limit prompt enrollment and
continuation in prenatal care. These include problems with transportation and
child care, the practices and attitudes of some providers, language barriers, and
cultural differences between patients and providers.

Recent work by the GAO and others describes the transportation problems
linked to insufficient use of prenatal care—long distances to reach a provider,
the high cost of transportation, and no transportation whatever.” For example,
in Bluefield, West Virginia, many women travel up to 2 hours for prenatal care,
and in the Birmingham, Alabama, area, bus transportation is not available in
many parts of the county served by the
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health department.”> Similarly, the American Nurses' Association describe a
county health department that offers prenatal care and that is centrally located to
serve an entire region—the county is without public transportation, however,
and women in adjoining counties traveling by bus can get only as far as the
county line, which is 15 miles from the clinic.”®

When prenatal services are not coordinated with public transportation,
additional problems can result. Staff at a large Washington, D.C., public
hospital report that one reason women fail to keep early morning appointments
is that the bus system in the neighborhoods where most patients live does not
begin running by the time patients are expected to be at the clinic.”’

These anecdotes suggest that transportation problems are closely
associated with—and may even be seen as a proxy measure of—poverty,
particularly the lack of a car and the resulting dependence on imperfect systems
of public transportation. In rural areas, where distances to care can be great, the
absence of a car can be an insurmountable obstacle.

Medicaid programs are required to cover "medically necessary”
transportation costs for enrolled individuals. However, few women know about
the option and the process of securing reimbursement is cumbersome.”® For
indigent women not enrolled in Medicaid, little help is available to meet
transportation costs.

The availability of child care can also affect use of prenatal care. If
affordable, convenient child care is difficult to arrange, a pregnant mother may
have to bring older children with her to a prenatal care appointment. If there are
no child care services nearby or if waiting times for the visit are long, the
burden of taking children may outweigh the perceived benefits of the prenatal
visit. Studies that ask women about reasons for delayed or no prenatal care
confirm that responsibility for other children can interfere with keeping
appointments.”’

Accessibility problems created by long distances to care, inadequate
transportation, and lack of child care are compounded by limited clinic hours.
Most prenatal services are offered during "normal" working hours (that is,
weekdays from, 9:00 a.m. to 5:00 p.m.). For women who work or go to school,
the only time available for appointments is usually the lunch hour, when many
clinics do not see patients. Even if appointments can be scheduled during the
lunch hour, a woman's ability to make such a visit depends on her distance from
the provider. If the distance is great—and thus more than an hour is required to
complete the visit—women working for hourly wages must forego pay, those in
salaried positions risk recrimination for taking too much time off, and those in
school miss class time or must miss school altogether. Recently, the District of
Columbia began offering prenatal services during evenings and weekends in
order to accommodate work and school schedules; it was also recognized that
child
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care is often more easily arranged during evenings and weekends. Patient load
increased dramatically at sites with the expanded hours. Although other reforms
were also instituted simultaneously, program staff believe that the change in
hours was the most important cause of the increased enrollment.’°

Long clinic waits can be a deterrent to seeking or remaining in prenatal
care. In publicly financed clinics, service is often delayed routinely,3! partly
because of block appointments. This system schedules only two groups of
appointments a day, one at 8:00 or 9:00 in the morning and another at 1:00 in
the afternoon, with patients seen on a first-come, first-served basis. While the
first patient who arrives may be seen promptly, the tenth patient may have a 2-
or 3-hour wait. Clinics use such systems to make certain that physicians' time is
not wasted and to avoid gaps in appointments when patients fail to appear. A
wait of several hours can be frustrating and humiliating for the patient,
however. Few people have the time—or the patience—to wait long hours, and
the costs (in lost wages or school time, extended childcare, and so on) can be
burdensome.®> One study found that low-income women considered the long
waiting times at clinics to indicate a disregard for the importance of their time;
it was particularly insulting to have only a few minutes with a doctor after
waiting several hours for the consultation.®3

Another practice that influences enrollment in care is that of asking women
to wait until at least two menstrual periods have been missed before scheduling
a prenatal appointment. Though designed to provide prenatal care only to
women whose pregnancies have progressed beyond the first few weeks when
miscarriage often occurs, this policy obviously causes delays in onset of care
for the majority of pregnant women who do not miscarry.

Use of care can also be influenced by the attitudes and styles of providers,
including poor communication about procedures, failure to answer questions,
seeing a different provider at each visit, and hurried or otherwise depersonalized
care. For example, in a study of determinants of remaining in care in a pediatric
setting, Ross and Duff found that when a parent felt the doctor was a good
listener, respectful, and willing to give and take, compliance was better than
when the physician was seen as insensitive, unwilling to answer questions, and
not respectful3 Similarly, anecdotal information suggests that clinic
"gatekeepers"—such as appointment clerks and receptionists—can discourage
continuation in prenatal care by being rude or indifferent. As one woman said,
"Getting prenatal care in a clinic is a real hassle, but that's what you have to
expect when you're poor."$

The difficult relationship and failure of communication between health
care providers and low-income clients have been described by many authors.®¢
Causes probably include the different socioeconomic and cultural backgrounds
of the groups, the awkwardness and stigma often
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attached to charity care, and cultural differences that affect beliefs about illness
and health. Such differences can result in an unfortunate mix of hostility,
passivity, and evasiveness on the part of the client, matched by arrogance,
testiness, and indifference on the part of the provider.

Language incompatibility exacerbates many barriers. Clinics located in
relatively large communities of persons who speak a single, non-English
language are likely to have interpreters, if not bilingual providers. However,
bilingual providers or medically trained interpreters are not found in most
prenatal care settings. Even when children are brought along as interpreters—a
very common practice in some areas—communication remains inadequate. An
anthropologist describing prenatal clinics for low-income women in New York
City noted, "In most of the clinics I visited there was only one interpreter
available for every large non-English speaking population. Usually these
interpreters were clinic staff members who worked full-time in another
capacity. When interpreters were needed they were often not available because
they were generally busy with other work."%’

Experts cite the failure of providers to appreciate the cultural preferences
of some patients as an important barrier to care. Among some Hispanic and
Asian populations, for example, it is unacceptable to have a pelvic examination
done by a man.® Yet not all clinics are able to accommodate such preferences,
because most physicians are men and not all settings can or will rely on
certified nurse-midwives or nurse-practitioners.

The physical surroundings of many prenatal clinics for low-income women
—dreary, usually very crowded, and uncomfortable—form another barrier. A
study of several New York City prenatal clinics noted that there are usually too
few chairs in the waiting rooms, leaving patients to stand in corridors.’’

Finally, lack of easily available, widely disseminated information about
where exactly to go for prenatal services can be an obstacle to care. Studies
report that 5 to 18 percent of patients who had obtained little or no care did not
know where to seek services.’®>°1:92 Given the relatively poor accessibility of
clinic telephone numbers, it is not surprising that this barrier can be significant.
Few telephone books, for example, have a listing for "prenatal care" or a similar
phrase.

CULTURAL AND PERSONAL BARRIERS

Previous sections have outlined potent barriers to care created by
inadequate insurance, limited capacity in the prenatal care system, and the
policies and atmosphere of prenatal clinics themselves. It is also apparent that
the use of prenatal care is influenced by a woman's attitudes toward
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her pregnancy and toward prenatal care, her knowledge about such care and
whether she sees it as useful, her cultural values and beliefs, a variety of other
personal characteristics often called life-style, and certain psychological
attributes. This section describes the role of these factors in the use of prenatal
care, but it is important to emphasize at the outset that most research on
personal barriers does not control for the confounding influence of the prenatal
care system itself. That is, little effort has been made to assess the nature and
extent of personal barriers to care in different types of prenatal settings.

Attitudes toward pregnancy that may influence efforts to seek prenatal care
include whether the pregnancy is planned or unplanned and whether the woman
views her pregnancy positively or negatively. Many studies have found that
later entry into care and fewer visits are associated with unplanned pregnancy
and, similarly, with negative views of a current pregnancy.”® These attitudes
may influence prenatal care in three ways. First, women who did not plan their
pregnancy may be less aware of the signs of pregnancy and therefore may
recognize their pregnancy later. Second, women who view their pregnancies
negatively may delay prenatal care while they decide whether to continue the
pregnancy. Finally, an unplanned pregnancy is likely to evoke ambivalent
feelings, even in women who decide to continue the pregnancy. This
ambivalence may result in late entry into or sporadic use of prenatal care. Here
it is important to add that in the United States, more than half of all pregnancies
are unplanned.®** Given the evidence that unplanned pregnancies are associated
with late entry into prenatal care, as noted above, and that the magnitude of
unplanned pregnancy in this country is great, it is reasonable to conclude that
more extensive use of family planning services would result in reduced rates of
late entry into prenatal care.

Attitudes toward prenatal care itself are also influential. Not all women
believe that prenatal care is important and worth the effort to seek it out.”* Some
believe that pregnancy is a normal event not needing medical supervision, or
that care is needed only if a pregnant woman feels ill; a few women may
actually be unaware of what prenatal care is. Previous, unsatisfying experiences
with prenatal services may also act as a deterrent. The provider practices and
clinic policies outlined above no doubt leave some women with a negative view
of prenatal care, reluctant to seek it out in subsequent pregnancies. Studies that
have assessed the relationship between attitudes about prenatal care and onset
of care show that women who believe the service is important and should be
initiated early are more likely to begin care in the first trimester than those
attaching less importance to early care.””>*° The predictive value of positive
attitudes toward prenatal care should not be overestimated, however. Oxford et
al. noted that, among a sample of women who began care in the third
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trimester, 42 percent reported that they thought prenatal care should begin
during the first few weeks of pregnancy.”’

Not knowing the signs of pregnancy is also related to use of prenatal
services. Studies report that between 16 and 33 percent of women who received
insufficient care did not know the signs of pregnancy.’8»%%,100,101

Cultural values may affect efforts to seek out prenatal care. Among some
cultures, pregnancy is regarded as a healthy condition not requiring medical
treatment or a physician's advice.'> Furthermore, the perception of what
constitutes a health problem may vary between patient and provider. In one
study, for example, low-income, primarily black women characterized high-risk
behavior as not taking prenatal vitamins and catching the flu, but having more
than five children or a previous low birthweight infant were not viewed as
conditions constituting risk.'%3

Fear as a barrier deserves special comment. There may be at least four
types of fear: fear of providers or medical procedures, fear of others' reactions
to the pregnancy, fear that one's illegal status in the country will be discovered,
and fear that such health-compromising habits as substance abuse or smoking
will be uncovered and pressures to change brought to bear. With regard to the
first fear, a survey of women who had received no prenatal care found that 52.4
percent indicated fear of hospitals, doctors, or procedures as a primary reason
for not seeking care.' In her in-depth interviews with disadvantaged women
who had suffered an infant death, Boone found that "fear of doctors and nurses
represented the single most important factor in their perception of health care
providers as inaccessible."!%3

Adolescents are particularly likely to cite fear as a reason for not seeking
early care. While some pregnant adolescents fear medical procedures, many
also fear the pregnancy itself and parental response. A postpartum teenager who
delayed care explained, "When I went to the doctor I was 61/2 months—I found
out when I was 8 weeks. I didn't go right away because it took me that long to
tell my mom."!'% For teenagers who may be eligible for Medicaid during a
pregnancy, concerns about confidentiality may be significant. Although
procedures vary widely, most states do not have Medicaid policies and practices
that protect teenagers' confidentiality. States generally provide a family with
only one Medicaid card, which forces teenagers to ask their parents for use of
the card before seeking services.!”” Unless they are assured confidentiality,
adolescents may choose to protect their secret rather than seek prenatal care.

Another group for whom fear can be a major barrier to prenatal care is
illegal immigrants, who may not seek care because they are afraid that they will
be reported to the Immigration and Naturalization Service (INS) and eventually
deported.'%:10% While reporting is not routine in a clinic, the mere possibility
can be a sufficient deterrent. In Los Angeles County, for

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/731.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the
original typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be

retained, and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

aching Infants

BARRIERS TO THE USE OF PRENATAL CARE 79

example, the board of supervisors recently voted to require all persons
requesting free or reduced-cost health services to apply first for Medi-Cal,
which, in turn, requires completing a form that is sent to the INS. While the
policy never went into effect because of a court injunction, it created substantial
anxiety among undocumented families. A CHC pediatrician in Los Angeles
County reported that the fear generated by the proposal led to an immediate
decrease of 50 percent in the number of children attending his clinic.!!?

Pregnant women who are aware that their life-styles place their health and
that of their babies at risk may also fear seeking care because they anticipate
sanction or pressure to change such habits as drug and alcohol abuse, heavy
smoking, and eating disorders. Substance abusers in particular may delay care
because of the stress and disorganization that often surround their lives, and
because they fear that if their use of drugs is uncovered, they will be arrested
and their other children taken into custody.

The issue of drug abuse during pregnancy deserves additional comment.
The Chao et al. study in Harlem found that women with insufficient prenatal
care were far more likely to report use of heroin, cocaine, or both than women
who obtained care early in pregnancy.'!! Poland et al. found that 31 percent of a
group of women with inadequate prenatal care abused drugs, mainly heroin,
compared with 7 percent of women with more adequate care.''> Numerous
reports detail alarming increases in the proportion of women, including
pregnant women, who abuse heroin and cocaine and the resulting rise in the
number of babies born with varying degrees of addiction. For example, from
January through November 1987, 142 drug-addicted babies were born at a
hospital located in a low-income area of Washington, D.C. In 1986, by contrast,
there had been 55 such births, and in 1985, 19.''3 Drug abuse among pregnant
women has become especially alarming recently because of the hightened risk
that these women carry the human immunodeficiency virus (HIV, cause of
AIDS), which can be passed on to the developing baby. In some areas of New
York City, for example, between 4 and 5 percent of pregnant women are
estimated to be infected with the virus.'!4

Homelessness is also associated with poor use of prenatal care. Chavkin et
al. compared the use of prenatal services among women living in New York
City hotels for the homeless, women living in the city's low-income housing
projects, and all other city residents. Forty percent of the hotel residents studied
who had given birth between 1982 and 1984 had received no care at all, versus
15 percent of the housing project group and 9 percent of the citywide group.
Only 30 percent of the hotel residents had made seven or more visits, versus 58
percent of the housing project group and 68 percent of the citywide group.
Unfortunately, homelessness has
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increased in recent years, and the majority of homeless families are single-
parent households headed by women.'!?

Having friends and family to offer emotional support and tangible
assistance and having well-developed skills in overcoming isolation, may
minimize or eliminate barriers to prenatal care; lack of these assets may
constitute an impediment to attaining services. Women vary in the amount of
these resources and in their ability to adapt in a stable and organized manner to
such major changes in life as pregnancy. Several studies suggest that when
emotional support is present—positive interest in the pregnancy by the father,
for example, or the presence of someone with whom to share the knowledge of
pregnancy—the probability of using prenatal care increases. In the absence of
such support, particularly in combination with general social isolation, the
likelihood of using prenatal care decreases''®!17-118 Similarly, lack of close
ties to family and friends may limit use of prenatal care. The importance of
these individuals as sources of information about specific clinics or services is
well known; if such networks are in disrepair, it will be harder for a woman to
connect with needed care.

Stress may decrease a woman's ability to seek prenatal care. For some
women, the pressures of daily life are such that prenatal services are of low
priority. A study of more than 2,000 women in Massachusetts found that
women with inadequate care were significantly more likely than women with
adequate care to report being very worried or upset during the pregnancy due to
lack of money, problems with the baby's father, housing difficulties, lack of
emotional support, and related burdens.'!”

Such factors as depression and, in particular, denial have also been
associated with poor use of prenatal care. Although denial that one is pregnant
can occur in women of any age, it is often reported in studies of pregnant
adolescents. Denial in adolescence often begins as the belief that one is not
likely to get pregnant ("It won't happen to me") and continues into pregnancy
("I did not want to accept the fact that I was pregnant") '2%-!2! Denial is
withholding information from oneself; concealment, a related behavior, is the
withholding of information from others. Furstenberg reports that one-half of
404 adolescents studied did not tell their parents that they were pregnant for
several months. In most cases, the adolescents' mothers either learned of the
pregnancy from others or detected it themselves.'?> The prevalence of denial
and concealment in adolescents is related to embarrassment about their
changing bodies, reluctance to share personal information about their sexuality,
lack of knowledge about where to obtain birth control, confusion about the
safety and proper practice of contraception, fear of parental disapproval and
punishment, and, as noted earlier, fear of pelvic examinations and other medical
procedures.!??
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TABLE 2.2 Barriers to the Use of Prenatal Care

1. Sociodemographic correlates

I1. System barriers (continued)

Poverty

Inner-city or rural resident

Minority

Under 18 or over 39

Higher parity
Non-English speaking

Unmarried
Less than high school education

II. System barriers

Inadequacies in private insurance policies
(waiting periods, coverage limitations,
coinsurance and deductibles,
requirements for up-front payments)
Absence of either Medicaid or private
insurance coverage of maternity services
Inadequate or no maternity care providers
for Medicaid-enrolled, uninsured, and
other low-income women (long wait to
get appointment)

Inadequate transportation services, long
travel time to service sites, or both

Difficulty obtaining child care

Poor coordination between pregnancy
testing and prenatal services

Inadequate coordination among such
services as WIC and prenatal care
Complicated, time-consuming process to
enroll in Medicaid

Availability of Medicaid poorly advertised
Inconvenient clinic hours, especially for
working women

Long waits to see physician

Language and cultural incompatibility
between providers and clients

Poor communication between clients
and providers, exacerbated by short
interactions with providers

Negative attributes of clinics,
including rude personnel,
uncomfortable surroundings, and
complicated registration procedures
Limited information on exactly where
to get care—phone numbers and
addresses

1. Barriers based on beliefs,
knowledge, attitudes, and life-styles
Pregnancy unplanned or viewed
negatively, or both

Ambivalence

Signs of pregnancy not known or
recognized

Prenatal care not valued or understood
Fear of doctors, hospitals, procedures

Fear of parental discovery

Fear of deportation or problems with
the Immigration and Naturalization
Service

Fear that certain health habits will be
discovered and criticized (smoking,
eating disorders, drug or alcohol abuse)
Selected life-styles (drug abuse,
homelessness)

Inadequate social supports and
personal resources

Excessive stress

Denial or apathy

Concealment
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SUMMARY

Table 2.2 summarizes the many barriers to use of prenatal care discussed
in this chapter, as well as the sociodemographic correlates of prenatal care use
defined in Chapter 1. As this daunting list makes clear, many factors that
impede use of prenatal care are external to women themselves; they are
centered primarily in the financial underpinning of the prenatal care system and
in the capacity and practices of various service networks. The pervasive
influence of poverty is noteworthy—many of the barriers are strongly
associated with low income. The list also helps to show that women's beliefs,
knowledge, attitudes, and feelings influence their use of prenatal services, as do
such behaviours and conditions as substance abuse and homelessness.
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Chapter 3

Women's Perceptions of Barriers to Care

The perspectives presented in the preceding two chapters are not new.
Many studies have already noted that the absence of private insurance, for
example, can impede prompt enrollment in prenatal care. Not as well
documented is the personal significance of various barriers to women
themselves. Few reports on obstacles to prenatal care cite "consumer" views,
and programs aimed at increasing participation in care are often designed
without careful consideration of women's experiences in obtaining prenatal
services.

To begin filling the gap, this chapter summarizes several studies that have
asked women to identify factors that limited their use of prenatal services
during pregnancy. The chapter also presents a brief section on obstetricians'
views about factors causing late registration in care. It concludes with a
synthesis of several studies that have used multivariate analysis to define the
characteristics (demographic, social, attitudinal, and others) that predict
insufficient prenatal care.

The Committee's interest in the consumer perspective was stimulated in
part by the experience of Lea County, New Mexico, where a survey of clients
concerning barriers to prenatal care helped shape a local initiative to increase
early enrollment (see Appendix A for more detail). In the early 1980s, a grant
from The Robert Wood Johnson Foundation supported a major effort in Lea
County to reduce its infant mortality rate. Although the area reported one of the
highest per-capita incomes in the state, its infant mortality rate was the highest
among counties with over 1,000 births per year, and use of prenatal services
among some groups in the county was
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very low. To determine what might account for the limited use of prenatal care,
a survey of women's views about barriers to care was initiated at the request of
several community physicians who felt that financial obstacles were probably
unimportant and that factors such as cultural practices and lack of information
were decisive. Four hundred mothers were interviewed, of whom 92 had
recently arrived in labor at the area's only hospital having had little or no
prenatal care. Contrary to physicians' expectations, 77 percent of these 92
women stated that they had not received prenatal care because they believed
they could not afford it.! This significant difference between the perceptions of
providers and clients helped stimulate effective remedial action.

SELECTION AND SYNTHESIS OF STUDIES

To learn more about women's views concerning barriers to prenatal care,
the Committee searched for studies of women who had obtained insufficient
prenatal services and who had been asked about factors they felt had caused
their delay in entering care. Only studies completed in the last 10 years—
preferably in the last 5 years—were reviewed. Surveys with fewer than 50
respondents were not included in the synthesis described below but were
considered nonetheless for possible additional perspectives. The Committee
was particularly interested in studies that surveyed three groups of women:
those who had obtained insufficient prenatal care; those who had obtained no
prenatal care at all; and adolescents, particularly those 17 and under.

Seventeen studies that met these criteria were located;?!8 a few of them
reported on two of the three groups. Fifteen presented data on barriers reported
by women with insufficient prenatal care; six presented data on barriers cited by
women who had obtained no prenatal care at all; and three studies included a
special analysis of the barriers cited by adolescents. In the next three sections,
each of these sets of studies is discussed.

Studies of Women with Insufficient Prenatal Care

Fifteen studies of women who had obtained insufficient care are
characterized in Table 3.1" along several dimensions: the year in which the data
were collected; whether the data were collected in the prenatal or postpartum
period; the number of women who responded with valid data;

* The sixteenth study listed on Table 3.1, from Hartford, is discussed in the section on
adolescents.
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the overall response rate; the study's definition of insufficient prenatal care;
the number of women with insufficient care who provided data regarding
barriers to care; and whether the information on barriers was obtained through
open-ended questioning or a self-administered checklist.

To synthesize the results of these studies, they were analyzed in two
groups: those that used a self-administered checklist (nine studies) and those
that used open-ended questions (six studies). First, the comparability of the nine
checklists was assessed. To help in this content analysis, 10 broad categories
were defined into which all of the individual checklist items could be fitted. The
eleventh category was for the few items that could not be otherwise classified.
Table 3.2 shows the items that were subsumed within each category. The
checklists were then analyzed again to determine which categories were on each
list. This step was necessary to avoid pooling results from checklists that may
have had nonequivalent contents. Finally, the top four barriers cited by the
women were identified for each survey.

Table 3.3 presents the results of analyzing the nine checklist studies. It
compares the lists' contents and notes the top four barriers reported by each (see
the footnotes to the table). As the table shows, all checklists included items on
financial obstacles to care and on transportation problems. Eight of the nine
included prenatal care being poorly valued, some measure of inhospitable
institutional practices, and a dislike or fear of prenatal care. Many of the other
five categories were also covered by a majority of the nine surveys.

To summarize the six studies that used open-ended questions, responses
were assessed using the same 10 categories, and the four most frequently cited
barriers were noted. Because open-ended questions by definition do not present
respondents with a checklist or similar form to complete, the process for
analyzing content described above was not necessary. Table 3.4 presents the
responses recorded in these six studies.

Both data sets (Tables 3.3 and 3.4) reveal that financial barriers—
particularly inadequate or nonexistent insurance and limited personal funds—
are the most important obstacles reported by women who received insufficient
care. Transportation emerged as a substantial barrier in the checklist studies,
although, as noted in Chapter 2, this barrier should probably be viewed
primarily as a proxy for general financial stress rather than as a separate obstacle.

A very important message from both types of studies is that many women
who obtain insufficient care attach a low value to prenatal care. This barrier was
second only to financial problems in the open-ended studies and was in third
place in the checklist studies. Other barriers that frequently appeared in both
types of surveys among the top four include some variation on "I didn't know I
was pregnant,” and inhospitable institutional practices. The open-ended
questions also reveal that limited
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TABLE 3.2 Items Included in Each of the 11 Categories of Barriers to Care Cited by
Women with Insufficient Prenatal Care®

1. Financial

Not enough money

Couldn't afford it

No insurance

Insurance didn't cover prenatal care

Cost of the visit

Not eligible for Medicaid

Problems with Medicaid

Financial, not further specified

2. Transportation

Couldn't find a way to get to the appointment

No transportation

Transportation, not further specified

3. Prenatal care poorly valued or understood
Already knew I was pregnant, so no reason to go
Prenatal care is not necessary

It's not important to seek prenatal care early

I felt fine so there was no reason to come in earlier
Prenatal care is necessary only if you're feeling sick
I already knew what to do since I had been pregnant before
I had no problem in previous pregnancies, so I didn't need to come
Friends and relatives could answer my questions
Too busy

Too many other problems/things to do

No room in my schedule

4. Didn't know I was pregnant

I was not aware I was pregnant

I didn't realize I was pregnant for a long time

5. Negative institutional practices

Wait in office too long

Too much paper work involved

Clinic hours inconvenient

Could not miss work

Could not get time off from work

Language problems

No one spoke my language well enough

Location inconvenient

2 The wording of each item included under the 11 major headings is either that used in an
individual study or a synthesis of very similar items from several studies.
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I didn't know where to go

I was new in town and didn't know where to go

I didn't know about the clinic

6. Ambivalent/fearful about being pregnant

I changed my mind about wanting an abortion

I didn't think about being pregnant

I was afraid to find out I was pregnant

I did not want others (parents, friends) to know I was pregnant
I didn't want to tell others I was pregnant

7. Limited provider availability

No doctors, nurses, or midwives in the area

My regular doctor did not provide prenatal care

I was turned away from the first place I tried to get care

No doctor would see me

The doctor/clinic was not taking new patients

Could not get an appointment at all

Could not get an appointment earlier

Couldn't find a doctor who took Medicaid patients

8. Child Care

No one to take care of my children (or other family members)
Problems arranging child care

Child care, not further specified

9. Disliked/scared of/dissatisfied with prenatal care/provider
Disliked or scared of doctors, medical tests and procedures
Previous poor experience with health clinics

Don't like the provider or provider's behavior

Never see the same doctor twice

Dissatisfied with prenatal care, not further specified

10. Other fears

I was afraid I'd be asked to have an abortion

I was afraid they would take my baby away

Immigration problems

I was afraid I'd be reported to the INS (Immigration and Naturalization Service)
I was afraid, not further specified

11. Other reasons

Family problems

My family didn't want me to go

Was not in the area until time of delivery
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provider availability and dislike or fear of prenatal care are important
obstacles. These data suggest that removing financial impediments to care
would be a highly appropriate response to the views of women themselves, as
would efforts to combat the opinion that prenatal care has little or no value.

Studies of Women with No Prenatal Care

Six surveys analyzed barriers reported by women who obtained no prenatal
care at all, a group widely recognized as being at high risk for numerous social
and medical problems (see Table 3.5). These surveys are characterized in the
table by the same variables used to describe the surveys of women with
insufficient care. As before, the studies were analyzed in two groups—those
that used checklists versus those that used open-ended questions.

Again, financial barriers emerge as the most important obstacle
(Table 3.6). In five of the six surveys, financial problems were the most
frequently cited barrier. The second was a low valuation of prenatal care, a
finding which suggests that many women who have received no prenatal care
are particularly isolated from health services generally and may have only
limited appreciation or knowledge of their value. It is also consistent with the
view that these women live complicated, highly stressful lives characterized by
many daily problems and struggles (see quotation below). It is perhaps not
surprising that, for them, prenatal care is of low priority. Table 3.6 also reveals
that other commonly reported barriers include transportation difficulties,
inhospitable institutional practices, and a dislike or fear of prenatal services.

These studies of women with no prenatal care at all are a rich source of
data and descriptive material. In their study of high-risk New York City
neighborhoods, for example, Kalmuss et al. summarized a range of
demographic, behavioral, and attitudinal variables that distinguished women
who had received some prenatal care from those who had obtained none. They
found that:

. women who reported receiving no prenatal care during their pregnancies
are more likely to be disadvantaged socioeconomically [than a comparison
group of women who received at least some care]. They are more likely to be
single mothers and to have left high school before graduation. The no care
women are behind other women educationally. Only 35 percent of them had
the appropriate number of years of schooling for their age group, as compared
to 60 percent of the total sample. Perhaps because of poverty and low levels of
education, the no care women at best were peripherally connected with the
health care system. They were significantly less likely to have a regular health
care provider, to have received prenatal care in a previous pregnancy, or to be
insured. The attitudes expressed by these women regarding health
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care in general or prenatal care specifically reflect their marginal connection
with health services. Women who received no prenatal care held negative
attitudes toward health care; they were late in recognizing their pregnancies;
and a third of them believed that if a woman feels fine there is no need for her
to seek prenatal care. They were also likely to report several difficulties
obtaining prenatal care, and to worry that doctors or nurses might tell them 'to
stop doing some things' she [sic] likes to do. A final manifestation of the plight
of these women is their rate of drug use, [which was] over three times the rate
of reported drug abuse in the total sample. While high, this rate of reported
drug abuse among no care women may be an underestimate. Given the strong
social sanctions regarding drug use during pregnancy, it may only be women
with the strongest dependencies who are detected or who give a self-report.'”

It should be noted that many of these studies of women with no prenatal
care (and of women with insufficient care as well) were conducted before the
current increase in drug use associated with "crack" became evident. If these
surveys were repeated in 1988, drug use might emerge as a more prominent
reason for insufficient use of prenatal care, and particularly for lack of care
altogether, although drug-abusing women may not readily admit their habit.

Richwald et al.? and Kalmuss et al.”! asked women with no care if they
had actually tried to get care. Forty percent and 27 percent of the two samples,
respectively, reported that they had not, which is consistent with the low value
they report attaching to prenatal services and, perhaps, with their expectation of
encountering difficulties in obtaining care. Conversely, 60 percent and 73
percent of the two groups stated that they had tried to get care, a finding that
underscores the power of the other barriers.

Though not based on direct questioning of women, and thus not included
in Tables 3.5 and 3.6, the research of Joyce merits mention here.?> She
examined the records of 70 women who had obtained no prenatal care. Notes in
these medical records confirmed the importance of internal barriers such as
depression, denial, and fear. She concluded that, for this sample of women,
psychosocial issues were greater barriers to care than such external obstacles as
lack of insurance or transportation problems.

The picture that emerges from these sources is of a group of women with
multiple problems and obstacles that stand between them and prenatal services.
Financial problems, social isolation and disorganization, and a low priority
accorded prenatal care compound one another, resulting in a failure to receive
any prenatal supervision at all. Perhaps even more so than for women with
insufficient care, it is unlikely that any single corrective step, such as removing
financial barriers to care, would solve all the access problems for members of
this group. The data suggest that a variety of interventions are needed, aimed as
much at basic social functioning as at economic status.
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Studies of Adolescents

The Committee reviewed three studies that assessed teenagers' views of
barriers to prenatal care: the Massachusetts and South Carolina prenatal care
surveys and a study conducted in Hartford, Conn.?? All three are described in
Table 3.1. Both statewide surveys used checklists to inquire about barriers to
care; as noted in Table 3.3, the checklists were very similar. The Hartford study
used a card-sort process to help the teenagers rank the importance of various
obstacles.

The Massachusetts survey reported on 302 teenagers age 19 and younger.
In descending order, the top four barriers that these young women reported
were no health insurance or not enough money to pay for care, fear of doctors
and medical procedures, ambivalence about the pregnancy, and denial. This
survey did not cross-tabulate the data on barriers with the actual amount of
prenatal care received by the respondents.

The South Carolina survey included 63 teenagers age 17 and younger who
were asked about problems obtaining prenatal care. In descending order, the
four most common barriers cited were lack of money or insurance, lack of
transportation, problems scheduling an appointment, and long waiting times in
clinics. This study also did not cross-tabulate barriers data with amount of
prenatal care.

The 1983 Hartford survey of 245 women included 73 teenagers, pregnant
for the first time and under age 18 at the time of conception. About a third of
these teenagers entered prenatal care in the first trimester of pregnancy, the rest
in the second or third. A card-sort process showed that such factors as denial,
fear of parental reaction, shame, and fear of being seen in a clinic were the most
significant barriers to obtaining earlier prenatal care. Such other barriers as
financial problems or lack of knowledge about how to enter the health care
system were not as important. The authors point out, however, that costs may
not have emerged as an important barrier because "prenatal care in Hartford is
free for Hartford residents. No one is required to bring cash to any visit nor is a
bill sent."*

These three studies suggest that both personal and financial issues are
major concerns for adolescents, as they are for many older women. But for the
younger women such internal factors as fear, shame, and denial may well
overshadow financial obstacles, at least at the outset. Given their youth,
adolescents may also be particularly likely to know little about prenatal care and
to place a low value on what they do know of it. Common sense suggests that
when adolescents actually try to seek care, the problems of limited personal
funds and no insurance also loom large. Teenagers are particularly unlikely to
have the personal resources to pay for care themselves, and if an adolescent has
private health insurance as a family dependent, the policy may exclude
coverage for her prenatal care.
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The problems an adolescent may face in using Medicaid to finance
prenatal care are described in Chapter 2.

Limitations

The limitations of these studies in understanding barriers to prenatal care
include the following:

a. Sample sizes are often small, limiting the ability to generalize findings
to larger groups of women or to conduct careful statistical analysis.

b.  Sampling strategies are not always methodologically sound.
Convenience samples and other nonrandom approaches are common.
Selection bias is present in most.

c. Few have been published in peer-reviewed journals or elsewhere, which
may reflect their overall quality.

d. Checklists may not allow women to account accurately for the subtle
and complicated issues that influenced their use of prenatal care.

Despite these limitations, it is evident that asking women themselves why
they did not receive sufficient prenatal care has merit. The clear, common
themes that emerge from these personal perspectives reinforce the information
on barriers to care presented in Chapter 2. The studies also provide a rich source
of data that program planners can use in designing actions to improve use of
prenatal care. Although some communities may need to conduct additional
surveys to gain a more refined understanding of barriers to care, the studies
summarized in this chapter are already highly informative and form a basis for
action.

PROVIDER PERSPECTIVES

Do providers of prenatal services see barriers to care in roughly the same
way their clients do? In a 1987 survey by the American College of Obstetricians
and Gynecologists, 2,400 of the college's members were asked to review and
rate a list of 11 potential explanations for late registration in prenatal care. The
items, similar to those in the client surveys just summarized, are listed below;
the percentage of respondents who ranked the reason as "very important” is
given in parentheses:

1. Cannot pay for prenatal care/do not have insurance or Medicaid (53
percent)

Don't think prenatal care is necessary (42 percent)

Difficulties with transportation (37 percent)

Inadequate child care (25 percent)

Fear of doctors, medical examinations, clinics, hospitals (23 percent)

Yo
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6. Don't know where to get prenatal care (20 percent)

7. Frustration with the waiting time for individual appointments (20 percent)
8. Long waiting list for a first appointment (19 percent)

9. Cannot arrange time off from work for prenatal appointments (14 percent)
0. Afraid of arrest or deportation if illegally in this country (10 percent)

1. Cultural bias against male providers (5 percent)

The age and sex of the respondent, type of practice, whether or not the
provider cared for any Medicaid patients, and size of the community in which
he or she practiced influenced the ranking of the reasons. For example, 46
percent of providers who offer prenatal care to Medicaid patients ranked the
reason "don't think prenatal care is necessary"” as very important, versus 37
percent of those who do not see Medicaid patients. Female obstetricians ranked
transportation, child care problems, long waiting times to obtain appointments,
and long waits in offices or clinics themselves as more important barriers to
care than did male obstetricians. Younger providers found more items to be
important barriers to care than older ones. In general, however, virtually all
respondents agreed that three barriers are the most significant—financial
problems, a low value attached to prenatal care, and transportation problems.??
Thus, there is notable agreement between clients and obstetricians.

MULTIVARIATE ANALYSIS

Multivariate analysis of factors associated with insufficient prenatal care
can help bring some order to the voluminous data on obstacles to care. Studies
using this approach typically pool the many characteristics that seem to
distinguish women who have had adequate prenatal care from those who have
not (demographic, psychological, attitudinal, self-reported barriers, and so on)
and ask which factors best predict level of care when all factors are considered
simultaneously. As such, these studies consider the combined effect of the
demographic factors described in Chapter 1, the barriers to care outlined in
Chapter 2, and the perceptions of women regarding barriers described above.
Table 3.7 lists 12 studies that have used multivariate analysis to determine
predictors of prenatal care use 2% 27> 28, 29, 30, 31 and characterizes each study
along a variety of dimensions. (Some of these studies also reported results of
direct questioning of clients and were therefore included in the preceding
discussion.)

Because few of the 12 studies listed all of the items entered into the
multivariate analysis, it is not possible to pool results. Also, many studies

Copyright © National Academy of Sciences. All rights reserved.
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constructed unique scales to measure various factors thought to predict use
of prenatal services (for example, scales of attitudes toward health care and of
personal and family stress), which also makes it difficult to synthesize findings.

The items found by each study to predict insufficient prenatal care are
presented in Table 3.8; the wording and specificity of the items have been
simplified for comprehensibility. Where available, odds ratios are presented, as
is the amount of variance accounted for by the items listed (2 value). Only
items statistically significant at p < .05 are presented.

Even without pooled results, several themes are clear. First, a striking
number of studies found various markers of poverty (especially inadequate or
nonexistent insurance) to be significant in predicting insufficient care. The fact
that the presence of Medicaid is also frequently found to be predictive of
insufficient prenatal care underscores an important theme in Chapter 2: that
although having Medicaid is undoubtedly better than having no insurance at all
for the very poor women covered, the program has clearly been unable to draw
low-income women into care efficiently and early in pregnancy.

Second, among most of the studies, minority status was notably absent
among the factors found to predict insufficient prenatal care. This suggests that
it is the concentration of other risk factors among minority groups—poverty and
less education, for example—that accounts for the low level of care.

Third, the significance of unintended pregnancy emerges in many of the
studies. Various descriptions of this concept appear in the analyses—unwanted,
unplanned, mistimed—along with such markers as delay in telling others of the
pregnancy and long intervals until the woman suspected or knew she was
pregnant. Although these terms and markers are different in precise meaning, it
is possible to distill an overall theme: Women who clearly planned their
pregnancies and who therefore anticipated and promptly detected the early signs
of pregnancy were more likely to secure adequate prenatal care than women
who did not.

In their analysis of the 1982 National Survey of Family Growth (included
in Tables 3.7 and 3.8), Pamuk et al. noted important racial differences in the
influence of pregnancy wantedness on use of prenatal care. They concluded that
for white women, whether or not a pregnancy was wanted had only a small
effect on adequacy of prenatal care.

Among blacks, however, a birth conceived by a woman who did not want to
become pregnant (again) is considerably less likely to receive adequate
prenatal care, regardless of the mother's age, number of previous births, marital
status, or her financial access to care. This fact becomes particularly important
when [one considers] that approximately 22 percent of births to black women
fit the definition of being "unwanted" at
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Odds
Study Factor Ratio r’  Commenis
Bowling and Mot a WIC recipient 178 NA Only study that
Riley; North  Pregnancy diagnosed by 5.48-8.17 found Medicaid
Carolina neither doctor nor health increases
t probability of
Lower income (<$10,000) 204 sufficient care
Higher parity 071
Younger s1.12
Unplanned pregnancy 291
Not employed full-time 236
Mo private insurance 227
Mo Medicaid 1.29
Black 0.29
Mo regular physician 172
Learner et al.;  Greater financial burdens (lack 2.10 27
South of money or insurance or
Carolina both)

More wransportation problems 292
More problems with child care  2.62
Later awareness of the 2139
pregnancy
Higher parity 226
Less education 039 43
Oklahoma  Money problems 349
Less social support 0.14
Longer interval since last 105
physician visit
Less importance given to Q.17
seeing an M.D. as soon as
pregnancy known
Pregnancy outcome not imn
believed to be significantly
affected by prenatal care
Kalmuss et al.; Younger NA 4
MNew York  Larger number of difficulries
Ciry reported in getting care
Less education
MNegative attitude toward
health care providers
Absence of insurance
Lower value attached to
prenatal care
Used drugs during pregnancy
Fewer positive health-related
behaviors during pregnancy
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TET efficacy of care
5L 5 Don't know where to
SE3 go for care
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c 9= Mot living in
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It is important to add that the data set used in this analysis does not permit
one to control for socioeconomic status. In one study that did hold
socioeconomic status constant (a study of very poor women in Harlem),
intendedness of pregnancy bore no statistically significant relationship to early
enrollment in prenatal care.??

Fourth, multivariate analysis seems to confirm a finding from the direct
interviews of women, noted above: a major obstacle to enrolling some women
in care is their view that it is of limited value or, perhaps more accurately, that
other concerns are more important. These studies also suggest that women who
secure insufficient prenatal care are less well linked to the health care system
overall and report more negative attitudes toward health care providers.

Finally, the prominence of parity is noteworthy. Although many women
obtain prenatal care for the first or second pregnancy, they may not do so for
later pregnancies. Problems with child care, finances, and other family
responsibilities may account for this trend. Perhaps, after a few pregnancies, a
woman feels she understands the likely course of events, intending to seek care
only if she detects a developing problem. Earlier experiences with prenatal care
may also have been unsatisfying; perhaps the care was poorly explained, felt to
be of uncertain value, or offered in an unacceptable manner.

The multivariate analyses confirm many of the risk factors for insufficient
prenatal care outlined in Chapter 1—poverty, being unmarried, under 20, higher
parity, and less than a high school education. The multivariate analyses add to
this list unintended pregnancy, little value attached to prenatal care, tenuous
connection to the health care system, and negative attitudes toward providers.
Among the vast majority of these studies, race was not found to predict
insufficient care.

These multivariate studies can assist in designing programs to improve
participation in prenatal care. They help to define key risk factors and therefore
can be used to identify target groups. It is important to acknowledge
nonetheless that there is still much that is not known about the factors that
influence participation in prenatal care (as evidenced, for example, by the
relatively low 72 values shown in Table 3.8). The demographic risk factors
outlined in Chapter 1, for example, are only partially helpful in defining target
groups. Race, low educational attainment and young maternal age all correlate
with poverty and within poor groups lose their discriminatory power. That is,
even within seemingly homogeneous low-income groups, use of prenatal care
can vary appreciably, demonstrating the need for more sophisticated
understanding of the factors influencing this health behavior.
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SUMMARY

This chapter has presented three data sets that bring some rank order to the
many factors reported to limit use of prenatal care. Surveys of clients show that
although many factors keep women out of care, financial burdens, particularly
inadequate insurance, are indisputably the most significant. Other important
barriers reported by women include limited appreciation of the need for, or
value of, prenatal care and a variety of well-known barriers to access, such as
difficulty obtaining transportation. Obstetricians seem to agree with clients on
the relative importance of specific barriers to care. Finally, sets of factors found
by multivariate analysis to predict insufficient prenatal care include many of the
demographic risk factors discussed in Chapter 1—though not generally race-
plus unintended pregnancy, low value attached to prenatal care, poor links to
the health care system generally, and negative attitudes toward providers.
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Chapter 4

Improving the Use of Prenatal Care:
Program Experience

The previous chapters have discussed three aspects of access to prenatal care
—patterns and trends in enrollment, research and anecdotal reports regarding
barriers to care, and the views of women themselves about why they obtained
insufficient prenatal services. This chapter pursues the question further, from a
different perspective. Here, the focus is on 31 programs that have tried to
improve use of prenatal care.

The chapter begins with an overview of the Committee's method of
selecting programs for study and with discussion of two particularly important
aspects of trying to learn from program experience—judging the quality of
available data and defining what constitutes evidence of effectiveness. A five-
part program classification scheme devised by the Committee is then described,
and the projects studied that emphasize each approach are noted. The
Committee's findings on the usefulness of the five program types for improving
participation in prenatal care are then presented, and the chapter concludes with
a summary of the implementation and operational problems reported to the
Committee by many program leaders.

SELECTION AND CLASSIFICATION OF PROGRAMS

The Committee and staff wrote and telephoned numerous groups and
knowledgeable experts, reviewed responses to a survey conducted by the
Healthy Mothers/Healthy Babies Coalition, and used other methods (see
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Appendix A) to identify programs that might provide data on increasing and
sustaining participation in prenatal care. Because the Committee wanted its
analysis to reflect the present configuration of the health care system and the
many recent changes in it, the search emphasized programs currently in
operation or recently completed. A few programs that have been well described
in the literature were also included, even though some of them are no longer in
existence or have changed significantly in recent years.

From these many sources, a master list of almost 200 projects was
developed. Although the Committee believed that the list was reasonably
complete at the time, it undoubtedly had omissions. In particular, ineffective
programs were probably underrepresented because they are rarely described in
published, or even unpublished, articles.

The Committee divided the programs into five groups, according to their
major emphasis:

1. reducing the financial obstacles to care encountered by poor women
through the provision of insurance or other sources of payment;

2. increasing the capacity of the prenatal care system relied on by many
low-income women, which includes health department clinics, the
network of private physicians who care for Medicaid-enrolled and other
low-income women, hospital outpatient departments, Community
Health Centers, and similar settings;

3. improving institutional practices to make services more easily accessible
and acceptable to clients;

4. identifying women in need of prenatal care (casefinding) through a wide
variety of methods, including hotlines, community canvassing using
outreach workers or other paraprofessional personnel, cross-agency
referrals, and the provision of incentives; and

5. providing social support to encourage continuation in prenatal care and,
more generally, to increase the probability of healthy pregnancies and
smooth the transition into parenthood.

The latter two categories include the majority of activities generally
viewed as "outreach." In keeping with the Committee's charge, a special effort
was made to examine programs in those categories. Of course, few programs
employed only one approach, and some were quite comprehensive; nonetheless,
programs were classified by what appeared to be their main emphasis.

Representatives of each of the almost 200 programs were contacted by
telephone, mail, or both to learn about the program'’s activities and to ascertain
whether they had data that could be used to judge the program's effectiveness in
improving participation in prenatal care. Where possible, written reports from
the programs were obtained, and in some instances
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program directors were asked to develop summaries of their activities and
evaluation data for the Committee. These materials were used in selecting a
final group of programs for more detailed study. The main criteria used in the
selection process were the adequacy and quality of program data. Consideration
was also given to geographic variety, to having a mix of urban and rural
programs, and to including some statewide as well as smaller scale programs.
The selection process resulted in a final set of 31 programs chosen for detailed
analysis. Appendix A describes all 31 and includes evaluation data from each.

Only programs that were able to provide adequate descriptive and
quantitative materials to the Committee by March 1988 were included in the
final set of programs. Since that time, several additional programs have come to
the Committee's attention, indicating that an increasing number of local
communities and states are attempting to improve access to prenatal care and to
determine that effectiveness of these efforts. Space and time limitations made it
impossible to include these additional studies. The Committee hopes that the
federal government or a private organization will continue the task begun here
of collecting information on programs to improve use of prenatal care and
assessing their effectiveness.

It is important to emphasize at the outset that the Committee does not view
these 31 programs as model projects. Although many are innovative and some
quite successful, they were chosen primarily because their data and experience
were highly relevant to the Committee's task, not because the Committee saw
them as standards for the nation.

In selecting these 31, it was difficult to define what constituted adequate
data. The Committee had hoped to find several experimental programs with
control or comparison groups that had been used to evaluate effectiveness.
Unfortunately, few programs had been evaluated with any methodological
rigor, and thus a compromise position had to be adopted. To be included in the
Committee's review, a program did not have to have conducted a randomized
clinical trial to test impact; however, it did have to be able to report such
statistics as the number of women served and their trimester of initiation of
prenatal care, and it had to have made an attempt to link changes in prenatal
care utilization to program activities. The presence of a comparison group of
some sort was considered highly desirable, even if only the before-and-after
variety. Priority was given to programs for which a formal evaluation had been
conducted, particularly if comparison groups were used.

The problems with such minimal criteria are obvious. For example, if a
prenatal care program was in existence before a concerted casefinding and
recruitment drive, the same number of women, or even more, might have been
served by the program eventually without the extra effort. Or the women might
have switched from a program that did not do active case
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finding to the one that did, resulting in no overall increase in the number of
women served in the community. In short, the absence of controls makes it
difficult to tell whether changes really occurred and, if so, whether they were
the result of a particular program.

A compromise position was also adopted concerning the source of
program data. The Committee had hoped that there would be a substantial body
of evidence available in peer-reviewed journals (or accepted for publication) to
help understand program experience in improving use of prenatal care. Many
programs that could shed light on this issue, however, have not published their
data, and Committee staff often had to cajole program directors into releasing
findings. While several published articles are included in this review, many of
the descriptions are based on reports to funding agencies or documents prepared
for the Committee.

As with the issues of data quality and source, careful consideration was
also given to the concept of an effective program. For this review, effectiveness
was defined in terms of the month of pregnancy in which prenatal care was
begun or the number of prenatal visits or both. The Committee recognizes that
these process measures are not as important as the outcome of pregnancy or
other measures of maternal and infant well-being. As discussed in the
Introduction, however, this study was limited to the narrow question of learning
how best to improve use of prenatal services, taking as a given that prenatal
care improves pregnancy outcome. As a consequence, programs that had
assessed their impact using only birth outcome measures (such as length of
gestation, birthweight, Apgar score, or infant mortality) were excluded from the
final list of programs studied. A number of projects reviewed reported data on
both use of prenatal care and pregnancy outcome; the Appendix, however,
presents only the utilization data.

THE PROGRAMS STUDIED

In this section, each of the five program types is described in greater detail,
and the 31 projects reviewed by the Committee are listed by category.
Descriptive summaries and evaluation data from each program are in Appendix A.

Programs That Reduce Financial Barriers

Ample data suggest that financial barriers are a major reason why women
do not seek prenatal care early or complete the recommended number of visits;
this evidence was reviewed in earlier chapters. Despite

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/731.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the
original typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be

retained, and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

aching Infants

IMPROVING THE USE OF PRENATAL CARE: PROGRAM EXPERIENCE 119

the importance of financial barriers, the Committee identified very few
programs that deal with them directly. Many programs try to increase the
capacity of clinics frequented by low-income women, but only a few try to
provide poor women with funding for prenatal care that is simple for patients to
use and providers to receive and is honored in many private and public settings.

Every program identified by the Committee that takes a direct approach to
reducing financial barriers is state-initiated.! Federal action has been limited to
recent modest increases in the Maternal and Child Health Services Block Grant
and gradual expansion of Medicaid's coverage of pregnant women.
Unfortunately, data for evaluating both state and federal initiatives in this area
are remarkably scant, as discussed later in this chapter.

Only two programs reviewed by the Committee directly confront the
financial obstacles to prenatal care:

 the Healthy Start Program in Massachusetts, and
¢ the Prenatal-Postpartum Care Program in Michigan.

Programs That Increase System Capacity

Pregnant women who want to seek care early and keep their appointments
have difficulty doing so if they live in areas with few private practitioners or
publicly financed facilities, or if local providers are unwilling to accept
Medicaid clients or to provide free or reduced-cost care to uninsured women. In
response, many states, counties, and cities have tried to improve access to
prenatal care by increasing the basic capacity of the prenatal care system used
by low-income women. Initiatives include expanding existing clinic facilities,
opening new ones, or paying private providers to care for uninsured women.
Such efforts frequently occur in areas where services are plentiful for more
affluent women, particularly those with private insurance.

This approach to increasing the use of prenatal care has a long history. The
Maternity and Infant Care Projects, initiated by the federal government in 1963,
often involved opening clinics where none existed or expanding existing
facilities so they could accept more indigent patients. Four more recent
examples of this approach were examined by the Committee:

* the Obstetrical Access Pilot Project in 13 counties in California;

* the Perinatal Program in Lea County, New Mexico;

* the Prenatal Care Assistance Program in New York State; and

* the Prevention of Low Birthweight Program in Onondaga County, New
York.
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Programs That Improve Institutional Practices

Access to prenatal care may also be enhanced by revising the policies and
practices that shape the way services are provided. Reform of internal
operations is usually achieved when the leadership of a facility concludes that it
is important to make it easier for clients to obtain care or to stay in care.
Improvements might include expediting registration procedures, providing
interpreters, shortening the time spent in waiting rooms, offering child care and
transportation, and monitoring staff courtesy.

Several examples of this approach were examined:

* two Maternity and Infant Care Projects, one in Cleveland, Ohio, and one in
three North Carolina counties;

* an Improved Pregnancy Outcome Project in two counties in North Carolina;

* an Improved Child Health Project in two areas of Mississippi;

 the Child Survival Project of the Columbia Presbyterian Medical Center in
New York City; and

* a perinatal system in Shelby County, Tennessee.

Programs That Conduct Casefinding

Casefinding encompasses a greater variety of activities than any of the
other four approaches defined by the Committee. It ranges from very aggressive
one-on-one recruiting in a neighborhood to the passive use of newspapers and
posters to attract women to a facility, and from traditional referral networks to
the newer concepts of hotlines and incentive programs.

Casefinding can be divided into four categories, roughly on the basis of
labor intensity. The most labor-intensive activities place women—often called
outreach workers—on the streets, in housing projects, in schools and welfare
offices, and in other places where pregnant women may be found. These
outreach workers talk with women who may be pregnant or who may know
women who are. Those not receiving care are referred to an appropriate facility.
In some cases, the outreach worker's task stops at that point; that is, she is
responsible only for casefinding. More often, she maintains contact with the
pregnant woman and provides the forms of social support described in the next
section.

Hotlines, while reactive, are nevertheless quite labor-intensive, especially
if their task extends beyond just answering questions. The hotlines studied by
the Committee do just that. They attempt in several ways to ease the task of
obtaining a prenatal appointment, to monitor follow-through, to help women
arrange for other health and social services, and to encourage change at
facilities that do not appear to be responding
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appropriately to the needs of the pregnant women referred to them by the hotline.

A third form of casefinding involves referrals or agency networking. In
this approach, an organization offering prenatal services seeks referrals from
other agencies with different mandates, such as housing assistance. The notion
is that these other groups are likely to be in touch with pregnant women and
may therefore have an opportunity to convince them of the importance of
prenatal care, determine their care status, and refer women not yet receiving
care to a provider. Social service and WIG agencies (that is, agencies
administering the Special Supplemental Food Program for Women, Infants, and
Children) are especially likely to be in touch with pregnant women and
therefore be able to refer them for prenatal care. Pregnancy testing facilities and
settings providing pediatric care are other potential sources of referral for
prenatal care.

A fourth, relatively new form of casefinding is the use of incentives. "Baby
showers" open to the public are one example, and cash or gifts for women who
come to their first prenatal appointment or who keep their appointments are
others. Although European evidence on the effectiveness of incentives is
inconclusive,” several programs in the United States are experimenting with this
approach.

Closely related to these four types of casefinding, and often supplementing
them directly, are public information efforts to announce specific services or
programs. Such activities may be sporadic or sustained over a long period of
time, and they include television and radio announcements (free public service
announcements or paid spots) and announcements or educational materials in
large-circulation newspapers and in neighborhood newsletters, posters,
pamphlets, church bulletins, and so forth. Although their effectiveness as
independent forms of casefinding may be limited, common sense suggests that
public information campaigns are key elements of all serious efforts to improve
use of prenatal care. Target groups need to know of existing or new services,
hotlines need to be advertised, clinic telephone numbers must be widely
disseminated, new clinic hours must be announced, and new forms of financial
assistance must be communicated to potential recipients.

It is particularly difficult to evaluate the effectiveness of casefinding
activities because they are usually intertwined with such other program
components as provision of free or low-cost care to poor women. Many of the
casefinding projects reviewed by the Committee were able to quantify where
and how they found pregnant women and to show that the women identified by
the program were at high risk for insufficient prenatal care by virtue of their
demographic characteristics. Very few programs, however, were able to assess
whether their casefinding efforts lead to earlier registration in prenatal care (or
registration at all) among the women they
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found; those that could were included in the Committee's review, if at all
possible.
Ten examples of casefinding for prenatal care were studied:

* the Central Harlem Outreach Program in New York City;

* the Community Health Advocacy Program in New York City;

* the Better Babies Project in Washington, D.C.;

* the Maternity and Infant Outreach Project in Hartford, Connecticut;

* the Pregnancy Healthline in New York City;

* the 961-BABY hotline in Detroit, Michigan;

» the CHOICE hotline in Philadelphia, Pennsylvania;

* a free pregnancy testing program in Tulsa, Oklahoma;

* six studies that assess the role of WIG nutrition programs in recruiting
pregnant women into prenatal care; and

* a Baby Shower initiative in Michigan.

The first four programs have collected data on the effectiveness of a wide
variety of casefinding techniques, particularly the use of outreach workers to
identify pregnant women not already in care. The next three are hotlines, and
the remaining three programs find cases through cross-program referrals and the
provision of incentives.

Unfortunately, no programs of general public information and education
are included in this list. The Committee learned of many efforts throughout the
country to alert women to the need for prenatal care and to specific services
available in a particular area. However, none was able to provide adequate
information on the target populations being reached or on the program's impact
on use of prenatal care.

Programs That Provide Social Support

Many communities reach out to pregnant women through workers who:
communicate empathetically with their clients; educate women about prenatal
care, labor and delivery, and parenthood; provide referrals and follow-up on
such referrals to assure that needed services are actually secured; and act as
advocates for their clients in such other settings as hospitals and welfare offices.
These activities have been given many names—social support, case
management, patient counseling and advocacy, case coordination, and, when
occurring outside a health care facility, home visiting. The services may be
offered by trained social workers, public health nurses, neighborhood residents,
or volunteers with various amounts of on-the-job training. The interaction may
occur in the home, at a prenatal care or social service facility, in a school, or by
telephone.

Social support is presumed to improve pregnancy outcomes indirectly by
helping pregnant women obtain quantitatively adequate prenatal care
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(i.e., assisting them in keeping their appointments). Social support is also
thought to improve pregnancy outcomes directly by interpreting and reinforcing
provider instructions, by reducing stress through counseling and helping women
become part of supportive social networks, and by educating them about
nutrition, substance abuse, medications, and other topics.

Numerous projects offering intense social support have been implemented
in the past few years; the following were examined by the Committee:

* the Resource Mothers Program in South Carolina (for teenagers only);
* six additional adolescent programs, reviewed as a group;

* the Prenatal/Early Infancy Project in Elmira, New York; and

* the Grannies Program in Bibb County, Georgia.

OBSERVATIONS ON PROGRAM EFFECTIVENESS

As the program summaries in Appendix A indicate, considerable time and
money are being spent on these programs, and the personal dedication of their
leaders is impressive. The question is whether they are working. Are women
seeking care who otherwise might not? Are they seeking it earlier? Are they
staying in care? When hundreds of women use a new system of care, are they
women who would have sought care under the old system anyway, albeit with
greater financial or other burdens? When thousands of women call a hotline and
are referred to providers, would they not eventually have found providers
themselves, perhaps after a more difficult search?

The answer to these questions must take into account the fact that the
women who are easiest to bring into care are already in care. With each new
woman enrolled, it becomes more difficult to draw women from the pool of the
unenrolled. Clearly, the challenge faced by all these efforts to improve
utilization is formidable.

Equally clear is that data on which to judge program effectiveness are
rarely excellent and often inadequate. Most programs have no funds for
evaluation; when unrestricted dollars are available, service demands usually
take precedence. Even the few evaluated programs reviewed by the Committee
seldom used randomization techniques or other strong research designs to
assess program effects. Selection bias, in particular, clouds most evaluations.
Moreover, because many programs are complex, it is often difficult to
distinguish the impact of individual elements.

This is not to say, however, that no judgment can be made regarding
program effectiveness. The project data summarized in Appendix A, along with
numerous discussions with program staff (both in the 31 programs
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reviewed and in many others), have led the Committee to conclude that each of
the five program types can succeed in bringing women into prenatal care early
and in maintaining their participation. With a considerable commitment of
resources, participation in prenatal care can be improved, whether measured by
month of registration or number of prenatal visits. It is nonetheless true that the
success of many programs is modest, primarily because they are anomalies in a
complicated, fragmented "non-system" of maternity services characterized by
pervasive financial and institutional obstacles to care.

More specific conclusions can also be drawn about the five individual
program types. With regard to the first category—removing financial barriers to
care—the Committee was struck by how few programs could be identified that
take this direct approach to improving participation in prenatal care, despite the
overriding importance of financial obstacles. As noted earlier, most try to ease
financial barriers by enlarging the clinic system relied on by low-income
pregnant women, rather than by enabling them to use provider systems already
in place, including physicians in private practice. The Michigan initiative is
unique in its legislative guarantee of access, but the Massachusetts Healthy Start
Program stands out as the one that has gone the furthest in removing financial
barriers to care. The financial eligibility criteria are very liberal, women can
seek care from the provider they choose (if willing to accept Healthy Start
clients), registration is simple, and there is no welfare stigma. The initial
evaluation suggests this is a promising approach to reaching high-risk women,
particularly the working poor without available cash or health insurance.
Existing ties to private providers and dislike of the welfare system may make
them unwilling to use a clinic and thus cause them to delay seeking care or to
seek it only sporadically. The Massachusetts program seems especially well
designed to overcome such problems.

The reluctance of most states to attack directly the financial barriers is
unfortunate; they are the primary factor in limiting use of prenatal care. It is not
surprising, however, given legislators' concern over the costs of entitlement
programs. Massachusetts' experience with a provider- and consumer-acceptable
and easily administered program may well lead other states in this direction.

The program data also suggest that increasing the capacity of the prenatal
care systems relied on by low-income women can improve utilization among
this population. Three of the four programs studied by the Committee in this
category were able to provide data suggesting improvements in use of prenatal
care. It is noteworthy, though, that not all were able to enlist the full
cooperation and assistance of the private sector. Although some physicians in
private practice can be persuaded to care for poor women through various
administrative improvements in Medicaid
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and through other inducements, most capacity expansion is accomplished
through publicly financed facilities and with the leadership of the public sector.
The use of nurse-practitioners, certified nurse-midwives, and other midlevel
practitioners is often central to these programs. This emphasis derives from
their proven ability to work well with low-income, often high-risk clients; the
probability that program costs will be less if physicians are not relied on
exclusively; and the difficulty in some communities of finding physicians
willing to work in public clinics or with low-income women.

With regard to the third program type—revising internal procedures and
policies—the Committee found very persuasive data that such institutional
modification can improve the use of prenatal care substantially. The six
programs reviewed underscore the importance of the way in which prenatal care
is actually organized and offered to individual women—how clients are treated,
what the clinic or office procedures are, and what the atmosphere of the setting
is. This is by no means an original observation—it was presented in 1976 in
Doctors and Dollars Are Not Enough®—but the value of institutional self-
examination has not been taken to heart in many settings. All too many
anecdotes describe service policies and procedures that discourage use of
prenatal care rather than facilitate it. The startling results of modifications in the
method of determining Medicaid eligibility at Columbia Presbyterian Medical
Center show what can be accomplished by individuals who are willing to face
the possibility that "the enemy is us."

Indeed, the Committee found great reluctance to change institutional
arrangements—to meddle with existing systems—as a way of increasing
participation in prenatal care. It is unclear whether this hesitation is the result of
negative experiences in dealing with large bureaucracies, problems in
relationships between the nonphysicians who develop many of these programs
and the physicians who provide the care in them, or other factors. Whatever the
reason, the reluctance is clearly present. Complaints from pregnant women
about long waits in clinics, rude staff, and lack of continuity of care are seldom
addressed directly by the physicians in charge; more often a new facility is
opened or superficial changes in clinic practices are made.

The 10 programs with data on casefinding for prenatal care—the fourth
program type—presented the Committee with a wealth of data and impressions,
not the least of which was the enormous creativity shown by many program
leaders in devising ways to identify pregnant women and draw them into care.
Interest in these programs was dampened, however, by a deep sense of unease
that pervaded the Committee's assessment of them. Given the multiple financial
barriers to use of prenatal care, the inadequate capacity of many existing
services, and the inhospitable
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institutional practices described repeatedly throughout this report, the question
continually arose: Casefinding for what? If care is not readily available or suited
to the target population, what can casefinding hope to accomplish? How can it
compensate for 6-week waits for an appointment, inaccessible clinic sites, or
providers unwilling to take Medicaid clients? How can it correct the major
obstacles to care that are embedded in the inadequate financing of maternity
care? These issues are developed more fully in the report's conclusions and
recommendations (Chapter 5). They are noted briefly here, however, because
they emerged so forcefully from the Committee's assessment of the data on
casefinding.

Nonetheless, the casefinding programs do offer some insights. Data from
projects that conduct casefinding with outreach workers and similar personnel
suggest that the number of clients recruited is often low, and cost data from the
Harlem program suggest that the cost per client enrolled is very high. It is
apparently not easy to identify pregnant women not already in prenatal care,
particularly among the highly mobile residents of cities. Several program
leaders emphasized that inner-city women are often not at home; even when
they are, they are unlikely to open their doors to unknown neighborhood
canvassers. They are also more likely to be victims of such other problems as
drugs, prostitution, and violence, which make them unreceptive to the overtures
of outreach workers. Pregnant women in rural areas, frequently isolated from
others and at a considerable distance from a care facility, may be more
responsive to outreach workers, but distance and inadequate communication
networks limit the success of this casefinding method there as well.
Nonetheless, outreach workers can sometimes find the hardest-to-reach women.
Anecdotal reports from both Cleveland and Washington, D.C., suggest that
periodic sweeps by outreach workers through housing projects, for example,
can uncover significant numbers of pregnant women not in prenatal care.
Whether these one-shot efforts lead to enrollment in care is, unfortunately, not
documented.

To improve their casefinding effectiveness, many projects ask newly
enrolled women how they found out about the program or who referred them.
Frequently, "word-of-mouth" or "friends" are cited. Other commonly reported
referral sources include cards placed in subways and buses with key telephone
numbers, carefully crafted and placed radio spots, and, to a lesser extent,
television spots. Program directors generally report that pamphlets, posters, and
flyers are seldom cited as referral sources, although they may help to reinforce
messages communicated by other means.

The hotlines give a particularly positive impression. They appear to be
meeting a real need and their success shows that the telephone has great
potential for casefinding. When hotlines do more than provide information and
referral, when they follow-up on referrals and try to solve their callers'
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problems, they can help to overcome major barriers to care. The Grannies
Program in Bibb County, Georgia, shows that even minimal telephone contact
can improve use of prenatal care. The value of telephone canvassing as an
alternative or adjunct to house-to-house canvassing (as conducted by the Better
Babies Project) has only begun to be explored. Common sense suggests that this
approach can have only a very small yield, but it may find some women who
could not be found any other way. Of course, for women with no telephone, this
casefinding method promises little help, and it is probably true that some of the
women at greatest risk for inadequate prenatal care are too poor to afford a
telephone.

The program data suggest that casefinding through cross-program referrals
can also improve participation in prenatal care. Close ties between prenatal
services and both pregnancy testing and WIG sites can lead to earlier
enrollment in prenatal care.

On the negative side, the Committee found little evidence that incentives in
kind or in cash brought women into care, although the amount of data available
in this area is extremely limited. Programs that use this approach generally
report that the women are appreciative, but program staff do not think the
incentives themselves are the primary factor in initiating or maintaining care.
The Committee learned that many programs are experimenting with cash
payments to encourage participation in prenatal care. In a year or two, data may
be available on the effectiveness of this approach.

The final category of reviewed projects emphasizes social support,
principally as a means of encouraging women to continue care. Program data
indicate that this approach can indeed result in an increased number of prenatal
visits. Populations at greatest risk for inadequate prenatal care, such as young
teenagers and low-income minority women, often require significant social and
emotional support, information, advice, and caring. Those providing such
assistance are well positioned to urge pregnant women to seek and remain in
care and to comply with the recommendations of their health care providers.
Although most programs studied in this category were for teenagers only, there
is no reason to believe that the efficacy of the approach is limited to this age

group.
PROGRAM DESIGN AND MANAGEMENT

The Committee noted several design and management attributes common
to projects that seemed to function well and were able to provide clear
descriptive and quantitative material on their activities:

* Goals were clearly defined, well understood by everyone involved in the
program, and reasonable. For example, staff understood that outreach
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services were only one of the steps needed to improve pregnancy outcome
and therefore had realistic expectations of what outreach could accomplish.

* Most program goals could be translated into a series of quantitative
measures, such as trends in first trimester registration for care, and systems
had been set up to track progress toward the goals.

* Similarly, program activities were carefully monitored, often through
computerized systems that provide basic management information and data
for program evaluation.

* The planning phase was considered important by funders and program
directors and had received adequate investments of time and money. There
was a shared appreciation of the need for careful definition of target
populations, needs assessment, development and refinement of
management information systems, and so on.

* Community residents and providers were involved in program design.
Significant time was devoted to establishing strong community ties, and a
high level of respect was accorded community leaders, staff from local
human services agencies, and local ways of reaching consensus and
effecting change.

* Involvement of the news media was encouraged to generate support, to help
communicate program goals and to convey specific messages, such as the
location of a new clinic site or a new source of payment for maternity care.

* Basic concepts of product marketing had been incorporated where
appropriate. Program leaders understood that, in some sense, they were
selling prenatal care and should therefore draw selectively on the skills of
the advertising and marketing worlds.

* Particularly in community-based programs dealing with low-income
women, staff recognized the multiple burdens often facing clients and the
probability that such needs as employment and English-language training
were more important to them than prenatal care. Accordingly, close ties
with other social services were maintained, and caseworkers were
responsive to competing needs.

* In programs that employed community residents in such roles as outreach
worker or hotline operator, considerable resources were invested in
recruitment, training, supervision, and support.

COMMON DIFFICULTIES IN PROGRAM
IMPLEMENTATION AND MAINTENANCE

The Committee was struck by the amount of effort these disparate
programs involve, the degree of personal dedication required of their leaders,
and the difficulties many have had to overcome to make progress.
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The goal of early and continuous use of prenatal care by pregnant women

may seem straightforward and obviously sensible, but attaining it in the United
States at present is proving to be an arduous task. Many program leaders
described their struggles to implement and maintain programs. At least 14
problem areas can be defined, and, although no single program reported all of
them, a discouraging number reported several. These are listed below, grouped
into several clusters.

Finding Financial and Community Support

Funds are rarely adequate to meet program goals, and persons who must
raise money annually find the constant application or lobbying process
exceedingly burdensome, adding worries about job security to the usual
pressures of running a program. Similarly, it is difficult to sustain political
and economic support for programs over many years. The attention span of
political bodies is short, which creates a continuing problem of funding
stability for projects that rely on public money. Several program leaders
noted that, although support for "mothers and babies" receives a lot of lip
service from public leaders, efforts to translate such sentiments into
ongoing legislative or fiscal support often encounter great inertia. Private
sector support may be somewhat less volatile, but private foundations, in
particular, are reluctant to invest in a single program for many years. These
problems in securing stable financing make it particularly difficult to
maintain a program or to institutionalize successful pilot or demonstration
programs.

Projects that offer clinical prenatal services (as distinct from community
education, for example) can have difficulty securing funding for such other
program components as more intense supervision for high-risk women,
prescription drugs, certain diagnostic tests, public education, casefinding,
counseling, and follow-up services.

* The news media can help create and maintain broad community support for

a project and can help educate women about a particular program or
service. But sustaining media support can be difficult. Moreover, even if
the press is willing to cover a new initiative, interest lessens as the program
becomes routine, at least to outside observers. One manager noted, "It's
hard to have a press conference on an old idea." Raising money for the
media portion of a program is notoriously difficult. Although television and
radio spots may be comparatively easy to fund early in a program, such
support tends to fade as the months progress. Programs that rely mainly on
public funds report particular difficulty in securing money for ongoing,
high-intensity, creatively packaged media campaigns about prenatal
services and reproductive health generally.

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/731.html

aching Infants

IMPROVING THE USE OF PRENATAL CARE: PROGRAM EXPERIENCE 130

* The close relationship that many programs must maintain with area clinics,
hospitals, and health departments can make it difficult for them to act
aggressively on behalf of their clients in these settings. In particular, it can
be awkward for a program to seek funding from a hospital or health
department while simultaneously pointing out organizational obstacles to
care within these institutions and advocating change.

Recruiting and Keeping Personnel

* Program managers reported that outreach workers can be difficult to recruit,
train, supervise, and motivate and that only the most skilled and persistent
are likely to succeed. The threat of burnout is ever present and requires
specific attention and support. Program directors have found that using
outreach workers effectively requires major investments of time and money
and that both funders and program planners tend to underestimate the
challenge posed by using them. Similarly, other service systems often have
little understanding of outreach workers' roles in enhancing access to health
care and often do not work well with them.

* The tasks of outreach workers may be dangerous. It is common in inner
cities, for example, for outreach workers to canvass neighborhoods or
housing projects only in teams or with a security guard—or both. The cost
implications of such arrangements are obvious.

* Adequate money and time are seldom available for provider education
about cultural and other differences between themselves and clients that
may impede communication and compliance. Some programs report overt
resistance to such training among providers, both those in the program and
those in the community to whom program participants may be referred.

* Some program clients are hard to engage, difficult to work with, and
occasionally abusive to the staff. One program manager noted: "It's hard to
make the doctors and nurses like and 'reach out' to some of these women."
Substance abusers in particular can put great stress on the staff.

Dealing with Bureaucracies

* Building an innovative program into an existing system is difficult and
fraught with potential turf battles. Competition for space and staff
positions, for computer time, for the attention of the broader organization's
leadership, and for community support creates serious tensions. New
programs face major bureaucratic obstacles in hiring staff; a position for
the new program may be approved but cannot be filled or hiring freezes
may paralyze progress altogether until ways of circumventing such
obstacles are found. Differences in responsibility, autonomy, perhaps also
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in pay between the new program's staff and others in roughly similar
positions in the existing bureaucracy can create suspicion and resentment.
Worries about job security among existing staff and the discomforts of
organizational change can create a chilly environment for a new program.

* Long-standing tensions between, for example, state and city health
authorities, health departments and local hospitals, and physicians and
nurse-midwives can interfere with programs that are trying to change the
prenatal care system. One program studied by the Committee has still not
been successful in employing nurse-midwives in its clinical services as
originally planned because of resistance by private physicians affiliated
with the major hospital in the community.

Planning and Sustaining Programs

* The start-up time of programs is often long, or at least should be long, if
adequate planning and training are to be accomplished. Yet, funders are
often impatient, wanting the program to begin quickly and show results
soon thereafter. Long start-up periods are reported by state-level programs
in particular, because they often need the tangible assistance and
cooperation of multiple bureaucracies (accounting, welfare, personnel, and
so on), many of which have no familiarity with maternal and child health
services.

e It is hard to maintain momentum in programs dependent on high-energy
founders, the charismatic people who generate fresh ideas and new
programs, overcoming numerous obstacles to progress. As leaders change
over time, a program's energy level often drops and the underlying
rationale and essential program features can be lost. Effectiveness can also
deteriorate when small, successful programs are expanded. For example,
one program that began small was accepted by providers because it
included a more efficient, accessible process for billing Medicaid;
providers were paid promptly, and billing problems were solved relatively
easily. When the program was expanded statewide, much of this billing
system was lost—and provider participation along with it.

Other Problems

* The controversial issue of abortion can compromise support for prenatal
programs, particularly if such programs focus on reaching women early in
pregnancy. It was reported to the Committee that prenatal programs can be
suspected of encouraging abortion for some clients and therefore have
difficulty securing adequate support, particularly from legislative bodies.
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* Low-income clients often have great difficulty finding funds for labor and
delivery; consequently, program staff must spend considerable time helping
distressed clients locate financial aid. One nurse reported that a large
proportion of her time with pregnant women is spent on this single issue,
causing considerable anxiety to both herself and the client. Other topics
such as preparation for parenthood or infant feeding options are sometimes
shortchanged in the search for financial assistance with childbirth expenses.

PROGRAM EVALUATION

The Committee also found that virtually all programs struggle with
evaluation—what to evaluate, how to build data collection into routine program
activities, how to enlist staff in the process of evaluation when providing
service is their primary focus, and, above all, how to find adequate money, staff,
and time to do high-quality evaluation studies. Compounding such challenges is
the fact that programs are often in a state of flux. Patient populations, the
number of geographic areas in which the program operates, the nature of the
services being offered—even the forms—change frequently, making evaluation
of impact difficult. Several programs decided in mid course to study their
effectiveness more systematically, but they were hampered by their late start
and by the usual resource constraints. Tensions between service goals and
evaluation were constantly evident; for example, leaders of the Resource
Mothers program reported difficulty in getting staff to adhere to certain data-
gathering routines or to such research methods as randomization. Perhaps most
troubling of all, some programs that believed they were evaluating their
activities properly were found, on closer examination, to be using inadequate
evaluation designs, yielding data of limited value. The net result of all these
problems and constraints is that the quality of most program evaluation
reviewed by the Committee was poor and that considerable energy was being
wasted.

The challenge of evaluation is formidable not only for community-based
projects, but also for recent statewide efforts to reduce infant mortality and
enhance prenatal care. Illinois, California, Florida, and Connecticut, for
example, are deeply involved in efforts to improve perinatal care and infant
survival. However, the number and complexity of the interventions within a
given state, the diversity and number of settings providing the new services,
problems in collecting uniform data, the time and money required to design
statewide evaluation systems and to analyze the voluminous data these systems
generate—such problems often result in inadequate evaluation or none
whatever. Maternal and child health agencies within state
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health departments often have a leading role in these state initiatives, but they
seldom are provided with sufficient resources to evaluate the new programs
they are charged with operating.

SUMMARY

With typical American ingenuity and energy, a great variety of programs
has been organized in recent years to help women gain access to prenatal care.
A careful study of 31 such programs and a more limited review of many more
has led the Committee to conclude that, with adequate investments of time,
money, and commitment, rates of early registration in prenatal care can be
improved, as can rates of remaining in care. However, many of these initiatives
are only modestly successful because they are anomalies in a complicated,
fragmented maternity system with pervasive financial and institutional obstacles
to care. In studying these programs, the Committee noted that management and
evaluation vary in quality across the programs; with regard to evaluation in
particular, quality is often poor.

The Committee was particularly impressed with the effectiveness of
programs that reduce fundamental financial or capacity barriers. Participation in
care also can be improved through programs that try to change policies at the
service delivery site so that women will feel welcomed into care, or that act as
advocates for women who have encountered problems.

Nevertheless, there are some women for whom a reduction in financial
barriers, an increase in service supply, and a modification in policies at the
service delivery level will still not be sufficient to bring them into prenatal care
early and regularly. For them, certain casefinding techniques seem particularly
useful, such as cross-program referrals and hotlines. Providing intensive one-on-
one social support can help to keep women in prenatal care throughout their
pregnancies.

In considering all five program types together, the Committee noted that
far more energy is going into outreach than into programs that reduce
fundamental financial and institutional barriers, despite their importance
(Chapter 2). If more programs focused squarely on eliminating basic
institutional barriers, it would easier to define who the truly "hard to reach”
pregnant women are and to target casefinding and social support programs more
effectively.

The effort that all these programs expend in achieving even small gains is
sobering. Launching new initiatives and sustaining momentum require a
tremendous commitment by program leaders and funders, and many obstacles
can be encountered along the way—unstable funding, bureaucratic in-fighting,
private sector resistance, even physical danger. Indeed,
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the job of drawing more pregnant women into care seems at present an
overwhelming, thankless task. As one program leader mused, "We're trying to
do the Lord's work and we keep finding devils."
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Chapter 5

Conclusions and Recommendations

At the outset, the focus of this study was outreach for prenatal care. The
Committee's charge was to determine which outreach techniques most
effectively draw women into care early in pregnancy and maintain their
participation until delivery. For this study, outreach was defined to include
various ways of identifying pregnant women and linking them to prenatal care
(casefinding) and services that offer support and assistance to help women
remain in care once enrolled (social support).

Early deliberations, however, made it clear that outreach could not be
studied in isolation and that the Committee's inquiries had to cover the larger
maternity care system” within which outreach occurs. At least four
considerations led to this expanded scope of study. First, many projects
conventionally labeled outreach (that is, programs of casefinding or social
support or both) were found, on closer examination, to be actively involved in
such problem-solving activities as trying to help women arrange financing for
an in-hospital delivery—activities that are not included in conventional
understandings of outreach. Second, the goals and content of outreach programs
are so heavily influenced by the larger systems within which they operate that it
would have been difficult, if not useless, to analyze them apart from their
surrounding environment. Third, a variety of approaches other than outreach
can accomplish the goals of earlier registration in prenatal care and improved
continuation in care.

* That is, the complicated network of publicly and privately financed services through
which women obtain prenatal, labor and delivery, and postpartum care.
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These activities include reducing financial barriers to care, making certain
that system capacity is adequate, and improving the policies and practices that
shape prenatal services at the delivery site. Finally, the Committee reviewed the
larger maternity care system because it makes little sense to study ways to draw
women into care if the system they enter cannot, or will not, be responsive to
their needs. Because of this expanded scope of study, many of the
recommendations contained in this chapter are directed at the maternity care
system as a whole rather than only its outreach component, although specific
recommendations on outreach are presented.

REVISING THE NATION'S MATERNITY CARE SYSTEM: A
LONG-TERM GOAL

The data and program experience reviewed by the Committee reveal a
maternity care system that is fundamentally flawed, fragmented, and overly
complex. Unlike many European nations, the United States has no direct,
straightforward system for making maternity services easily accessible.
Although well-insured, affluent women can be reasonably certain of receiving
appropriate health care during pregnancy and childbirth, many other women
cannot share this expectation. Low-income women, women who are uninsured
or underinsured, teenagers, inner-city and rural residents, certain minority group
members, and other high-risk populations described earlier in this report are
likely to experience significant problems in obtaining necessary maternity
services.

Securing prenatal services in particular can be especially difficult for these
groups, as shown by the data in Chapters 1 and 2; moreover, there is evidence
that utilization is actually declining among certain very high-risk groups.
Recent efforts to expand eligibility for Medicaid and numerous state and local
initiatives to strengthen maternity services may improve use of prenatal care
somewhat, but given the modest scale of most initiatives and the magnitude of
the problem, major inequities in the use of prenatal services are likely to
remain. These data are deeply troubling in light of the value and cost-
effectiveness of prenatal care.

Achieving major improvements in the maternity care system, particularly
in the use of prenatal care, will be neither quick nor easy. Significant
improvement must begin with a fundamental recognition that pregnancy and
childbearing are profoundly important events requiring carefully formulated
social policies and supports.

* We recommend that the nation adopt as a new social norm the
principle that all pregnant women—not only the affluent—should be
provided access to prenatal, labor and delivery, and postpartum services
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appropriate to their need. Actions in all sectors of society, and clear
leadership from the public sector especially, will be required for this
principle to become a clear, explicit, and widely shared value.”

A consensus of this nature means that maternity services must be viewed
not as a consumer good, available only to women with certain financial and
personal assets, but as an essential part of the country's social and health
services, comparable to public education—easily available, valued, and used by
virtually all women. The merit of such social policy is amply supported by data
on the effectiveness—including the cost-effectiveness—of prenatal care (see the
Introduction). It is also consistent with basic civility and compassion, with the
concept of adequate investment in future generations, and with the need to
provide special care during a particularly vulnerable phase of life—pregnancy
and childbirth. All subsequent recommendations in this report are subsumed
under this one. We suggest it as a standard against which to measure a wide
array of policy suggestions—ours and others'.

Attaining this goal requires major reform in the way maternity services are
organized, financed, and provided in this country, particularly for low-income
and other high-risk groups. Continuing to make marginal changes in existing
programs is unlikely to meet the standard of universal participation that we
advocate. Slowly implemented, often small expansions in Medicaid eligibility,
brief bursts of publicity about infant mortality and the importance of prenatal
care, efforts in a few communities to increase the number of clinics offering
prenatal services—these actions, while laudable, are too limited, sporadic, and
uncoordinated to overcome the pervasive barriers to care detailed in this report.
Rather, the current situation dictates more purposeful action:

* We recommend that the President, members of Congress, and other
national leaders in both the public and private sectors commit themselves
openly and unequivocably to designing a new maternity care system (or
systems) dedicated to drawing all women into prenatal care and providing
them with an appropriate array of health and social services throughout
pregnancy, childbirth and the postpartum period. Although a new system
might build on existing arrangements, long-term solutions require
fundamental reforms, not incremental changes in existing programs.

Several ways of designing a new system are feasible, once the political
will to create one has been mustered. For example, Congress could appoint

* Throughout this chapter, major recommendations are bulleted (¢) and in bold face;
subsidiary recommendations and suggestions that develop a recommendation further are
in italics.
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a commission of experts knowledgeable about the maternity care system and
public policy; a group of experts within the U.S. Department of Health and
Human Services could be assembled; Congress could itself develop alternative
proposals using existing data and opinions, drawing on the expertise of
established congressional committees and such resources as the Office of
Technology Assessment and the Congressional Budget Office; or an
independent group could be asked for advice.

In making this recommendation, the Committee emphasizes that a
commitment to enact major reforms must precede the establishment of any
commission or other mechanism.” Too often, studies are funded or panels
appointed without such a commitment; as a consequence, change may be
postponed or fail to take place altogether.

We urge that the group chosen to work out the specifics of a new system be
a technical, expert body charged only with defining the components and costs of
a new maternity system, not with describing current problems yet again or with
developing the political momentum needed to accomplish major changes.

Once the components of the system have been defined, action to
implement the recommendations must follow; otherwise, the effort will be futile
and may actually be destructive, by raising false hopes among those in need.

In recommending a new maternity system, the Committee recognizes that
problems of access to maternity care are only part of the larger problem of
access to health services generally. It may well be that far-reaching reforms in
the overall health care system will overtake the efforts recommended here to
improve access to maternity care. For example, the increasing pressures of the
AIDS epidemic alone may lead to significant changes in the health care system.
Nonetheless, the focus here is on maternity care, as dictated by the Committee's
mandate.

Although the Committee was not asked to specify the elements of a new
system or systems of maternity care, our work over the last 2 years has
indicated the principles essential to significant improvement in the use of
prenatal services. We presume that these same attributes would also improve
the care women receive during childbirth and the postpartum period. We urge
that the new system:

* This sequence was followed in the early 1980s when the Social Security system was
threatened with financial difficulties. Both the President and the Congress recognized
that corrective action needed to be taken and appointed the National Commission on
Social Security Reform (the "Greenspan Commission") to develop a plan for solving the
system's financial problems. The Commission recommended a series of measures in
January 1983 and Congress adopted them later that year.
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—accommodate the maternity care needs of all women, not only women in
privileged economic or geographic subgroups;

—embrace the full continuum of maternity services (prenatal, labor and
delivery, and postpartum care), erasing the gap that currently exists
between systems that provide and finance prenatal care and those that
support care for childbirth;

—be closely coordinated with other health services used by women, improving
the quality and accessibility of these related services as much as possible;
—offer a uniform, comprehensive package of maternity services that can
accommodate variations in individual needs, as suggested by the Select
Panel for the Promotion of Child Health,' the American College of
Obstetricians and Gynecologists® and the American Academy of Pediatrics,
3 and the forthcoming report of the Public Health Service's Expert Panel on

the Content of Prenatal Care;*

—address the liability pressures currently driving providers out of the
practice of obstetrics;’

—be administered separately from the welfare system;

—rely on a wide array of providers, including both physicians and certified
nurse-midwives, each of whom may practice in a variety of settings and
systems;

—be financed adequately;,

—ensure that financing mechanisms support appropriate clinical practices;

—include a large-scale, sustained program of public information and
education about maternity care;

—support education and training of providers to deepen their understanding
both of the obstacles women can face in securing prenatal care and their
perceptions of care once enrolled,

—include reliable, accurate means of collecting data on unmet maternity care
needs and on the performance of the new system or systems, at local, state,
and national levels; and

—specify a structure of accountability and responsibility under the control of
a federal agency, with state agencies assuming leadership.

Many of these issues, such as the urgent need to address liability pressures,
are taken up again and in more detail in later sections presenting the
Committee's short-term recommendations. Here, we wish to emphasize two in
particular. First, the separation of maternity care financing from the welfare
system is emerging as a key element of initiatives to improve use of prenatal
care among poor women, as demonstrated by recent Medicaid reforms
(Chapter 2). Although Medicaid and welfare obviously need to be coordinated,
the links between the two programs have had the unfortunate effect of attaching
a welfare "stigma" to a health care financing
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program. Therefore, the notion of separating the programs administratively is
important. Second, we emphasize the need for national standards of maternity
care. Increased communications, rapid dissemination of new information and
technologies, and increased use of national standards in malpractice suits make
it ever more unreasonable for maternity care to differ widely among geographic
or socioeconomic groups, although care must always accommodate variations
in individual need.

It is also apparent that a deeper national commitment to family planning
services and education should accompany major revisions in the maternity care
system. Women with unintended pregnancies are particularly likely to delay
seeking prenatal care and more than half of all pregnancies in the United States
are unplanned (Chapter 2). Therefore, reducing rates of unplanned pregnancy
could lead to lower rates of late entry into prenatal care. The Committee
recognizes that progress in this direction is complicated and that a large
literature exists on both the antecedents of unintended pregnancy and ways to
reduce it. Nonetheless, a firm commitment to extending family planning
services is an obvious, essential first step, particularly for those populations
most at risk of unintended pregnancy (and, subsequently, poor participation in
prenatal care)—low-income women, teenagers, and minorities. Such services
should be easily available in numerous settings, should be provided for free or
at very low cost, and should be carefully linked to prenatal services (as
discussed in more detail below). High-quality, widely disseminated public
information and education about family planning is also important and should
be coordinated with messages about prenatal care. In fact, it might be possible
to develop information and education campaigns around broad issues of
reproductive responsibility and health, encompassing both family planning and
prenatal care.

DEVELOPING A COMPREHENSIVE, MULTIFACTED
PROGRAM: A SHORT-TERM GOAL

While consensus grows on the need for a major restructuring of the
maternity care system in the United States, and while the specifics of a new
approach are being defined, several more immediate steps should be taken to
increase participation in prenatal care. Although some of them are quite far-
reaching, they all derive from and are based on the existing maternity care
system. As such, they differ fundamentally from our recommendation in the
preceding section, which argues for a more profound and complete
reorganization of this health care field.

* We recommend that more immediate efforts to increase
participation in prenatal care emphasize four goals: eliminating financial
barriers to
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care, making certain that the capacity of the system is adequate, improving
the policies and practices that shape prenatal services at the site where they
are provided, and increasing public information about prenatal care.

The Committee has concluded that these four reforms promise significant
improvement in the use of prenatal care. The first of the four—eliminating
financial barriers—is undoubtedly the most important. Indeed, we believe that if
this single barrier were removed, many of the other problems noted throughout
this report would decrease appreciably. Ample data indicate, however, that it is
not only financial problems that keep women out of care. Other problems can
impede access as well and also require attention. Thus, removing financial
barriers should be viewed as a necessary—but not entirely sufficient—step in
improving the use of prenatal care.

We urge that leadership for this comprehensive approach come from the
federal government. Individual states and communities should not have to both
develop and fund programs to improve access to care, even though some states
have been particularly innovative in doing so—by offering health insurance to
those with inadequate or absent coverage, for example, or by constructing new
programs to supplement Medicaid and federal funds for maternal and child
health. Leaving the entire task of program innovation and support up to the
states is certainly consistent with political trends in the 1980s, but the federal
government should nonetheless play a stronger role.

e We recommend that the federal government provide increased
leadership, financial support, and incentives to help states and
communities meet the four goals we advocate. In a parallel effort, states
should accept the responsibility for ensuring that prenatal care is genuinely
available to all pregnant women in the state, relying on federal assistance
as needed in meeting this responsibility.

More specifically, we urge a stronger federal role in providing funds to
state and local agencies in amounts sufficient to remove financial barriers to
prenatal care (through such channels as the Maternal and Child Health Services
Block Grant and other grant programs) and in providing prompt, high-quality
technical consultation to the states on clinical, administrative, and
organizational problems that can impede the extension of prenatal services. The
federal government should also take more leadership in defining a model of
prenatal services for use in public facilities providing maternity care; and
supporting related training and research.

States should assume direct responsibility for ensuring that all women
within the state have full access to prenatal services. Backed by adequate
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federal funds, support, and consultation, the states should invest generous
amounts of time and money in extending this basic health service. This would
involve states more deeply in assessing unmet needs by surveying existing
prenatal services and identifying the localities and populations for which they
are inadequate; contracting with various providers to fill gaps in services; and in
some instances, providing prenatal services directly, through such facilities as
health department clinics. In addition, the Committee suggests that each state
pass legislation making the maternal and child health agency of the state health
department responsible for ensuring that prenatal services are reasonably
available and accessible in every community.

FINANCIAL BARRIERS

Removing financial barriers to care is the cornerstone of the
comprehensive program we recommend. Surveys of pregnant women and of
maternity care providers, and program experience over many years uniformly
demonstrate the importance of economic circumstance—especially the presence
or absence of insurance—in predicting use of prenatal services. Although
expansions of Medicaid and creative state initiatives have made some progress
recently in lowering financial barriers to care, the pace of progress needs to
accelerate, and remaining financial obstacles need to be removed. Accordingly,
as a critical first step:

* We recommend that top priority be given to eliminating financial
barriers to prenatal care.

This broad recommendation has specific implications for all the major
networks, public and private, that underwrite prenatal care. For the Medicaid
program:

We recommend that the federal government require all states to provide
Medicaid coverage of prenatal care for pregnant women with incomes up to
185 percent of the federal poverty level,” to be followed by eligibility
expansions beyond 185 percent to cover more uninsured or underinsured women.

Detailed discussions of how states and the federal government can
accomplish this and other expansions in Medicaid eligibility for pregnant
women and other groups are contained in Medicaid Options: State
Opportunities and Strategies for Expanding Eligibility, prepared by the
American Hospital Association.®

* This is currently only an option for states (Chapter 2).
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For the various federal grant programs (particularly the Maternal and
Child Health Services Block Grant and the programs funding Community
Health Centers, Rural Health Centers, and Migrant Health Centers) and for state
and local health departments:

We recommend that federal and state authorities provide these service
systems with sufficient funds to offer free or reduced-cost prenatal care without
delay to all pregnant women requesting it in these settings.

Meeting this broad objective will require, among other things, more
sophisticated measurement of unmet need in the areas served by these publicly
financed clinics.

For private insurance, where coverage of prenatal care can be inadequate:

We recommend that Congress and state governments act to expand and
strengthen private insurance coverage of maternity services.

This goal could be reached in various ways. For example, Congress could
mandate that all employers covered by the Fair Labor Standards Act provide a
defined package of maternity services to employees and their dependents.
Congress could also repeal the exemption contained in the Pregnancy
Discrimination Act allowing employers of fewer than 15 persons to provide no
pregnancy coverage. Congress could also modify the Employee Retirement
Income Security Act (ERISA) in order to permit states to require that self-
funded employer health plans provide maternity benefits; more than half of
employer-provided health insurance plans are self-funded and as such are
exempt from state insurance regulation through ERISA.

We also urge purchasers of private insurance to press for improved
coverage of prenatal care through labor union negotiations, switching to more
comprehensive plans, and similar consumer-based actions. Private insurance
companies themselves should take the initiative of offering comprehensive
coverage of prenatal care as part of their basic insurance packages.

In all these actions, attention should be focused on eliminating such gaps
in coverage as waiting periods for prenatal benefits to begin, dependent
coverage that fails to include prenatal services, limited insurance for part-time
or seasonally employed individuals, and burdensome copayments and
deductibles for maternity services (Chapter 2).”

INADEQUATE SYSTEM CAPACITY

Urging all pregnant women to begin prenatal care early is a hollow
message if prenatal clinics are nonexistent—or so backed up as to be
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nonexistent in practical terms—or if private providers are lacking or unwilling
to accept low-income patients. Yet the Committee uncovered considerable
evidence that capacity is inadequate in various communities, particularly for
poor women (Chapter 2). Accordingly, as a companion initiative to reducing
financial barriers:

* We recommend that public and private leaders designing policies to
draw pregnant women into prenatal care make certain that prenatal
services are plentiful enough in a community to enable all women to secure
appointments within 2 weeks with providers close to their homes.

Methods for achieving this objective will vary across states and
communities, but several approaches will probably be required simultaneously.
We recommend:

—imore careful assessment at the community level of existing service capacity
and of the areas and groups for whom capacity is inadequate; state
leadership in this area is particularly appropriate, as noted above;

—imore generous financing of clinic systems, in particular, to allow them to
meet demand, also noted above;

—resolution of the malpractice crisis in obstetrics;

—increased Medicaid reimbursement for maternity care offered by private
providers in order to increase the number of physicians who accept
Medicaid patients;

—restoration of the National Health Service Corps and equivalent state
programs to help develop an adequate pool of providers for medically
underserved areas;

—expansion of the variety of settings in which prenatal care is offered; school-
based health clinics in particular can help bring prenatal care to adolescents;

—increased use of certified nurse-midwives (CNMs) and obstetrical nurse—
practitioners, state laws and physicians themselves should support hospital
privileges for CNMs and collaboration between physicians and nurse-
midwives or nurse-practitioners, eventually, large interstate variations in
the laws governing the use of such midlevel practitioners should be
eliminated; and

—Ileadership by the professional societies of obstetric care providers to
increase the involvement of private physicians in the care of indigent
women. (For example, private sector leaders should work collaboratively
with Medicaid officials and leaders of maternal and child health agencies
to raise reimbursement levels for maternity care, to solve administrative
problems in the Medicaid program, and to develop proposals for providing
physicians with incentives to serve poor women. National professional
organizations should urge local ones to focus on problems of underserved
women).
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The last point is particularly important. Raising Medicaid fees and
addressing the malpractice problem in obstetrics are undoubtedly necessary to
enhance private sector involvement in indigent care, but leadership from the
professional societies is also critical. The work of the Committee on
Underserved Women of the American College of Obstetricians and
Gynecologists is a useful step in this regard. Other national, state, and local
organizations of obstetric care providers should establish similar groups.

With regard to the specific issue of malpractice, the Committee urges
public and private groups with expertise in this area to develop without delay a
range of possible solutions to the current situation, perhaps experimenting with
various approaches in different states. One interesting proposal is to provide
sufficient funds to public agencies for them to absorb the costs of malpractice
insurance for providers (MDs, CNMs, and others) who care for significant
numbers of indigent women.

INSTITUTIONAL ORGANIZATION, PRACTICES, AND
ATMOSPHERE

However well-organized the maternity care system appears at the state or
national level, a pregnant woman experiences and judges it in her individual
community, in a specific clinic or office, and with a particular provider. In
reviewing initiatives to increase the early use of prenatal care, the Committee
has been repeatedly impressed by the success of programs that emphasize
internal institutional modification as a means of drawing more women into care
and sustaining their participation. Therefore, in addition to addressing financial
barriers and problems of limited capacity:

e We recommend that those responsible for providing prenatal
services periodically review and revise procedures to make certain that
access is easy and prompt, bureaucratic requirements minimal, and the
atmosphere welcoming. Equally important, services should be provided to
encourage women to continue care; follow-up of missed appointments
should be routine, and additional social supports should be available where
needed.

In this context, the Medicaid program requires special emphasis. However
generous the eligibility expansions described earlier, little is gained if the task
of applying for and maintaining Medicaid coverage is so difficult, complicated,
and time-consuming that prompt, continuous participation in prenatal care is
virtually impossible for all but the most socially organized and determined
women. Accordingly:

We recommend that states shorten and simplify the process of obtaining
Medicaid coverage for prenatal services and that, once a woman is enrolled,
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her coverage be uninterrupted throughout pregnancy, labor and delivery, and a
postpartum Vvisit.

Adopting the presumptive eligibility option and eliminating the asset test
(or using a much simplified, more generous one) can help in meeting these
goals, as can wider implementation of various options now available to ensure
uninterrupted coverage of prenatal services (Chapter 2). Other useful steps
include on-site determination of eligibility (by placing eligibility workers in
maternity clinics serving low-income populations, for example), shortened
application forms requiring minimum documentation, suspension of error rate
sanctions in determining the eligibility of pregnant women, a single application
form for several programs, and bilingual staff or interpreters.

Of course, such improvements are of little value if potential recipients
know little about the Medicaid program or whether they might be eligible for
coverage. Closing the gap between the number of pregnant women eligible for
the program and the number enrolled requires explicit information, widely
disseminated, about who is eligible and how to apply for coverage. Accordingly:

We also recommend that states and communities aggressively advertise the
availability of the Medicaid program to finance prenatal care for low-income
pregnant women. Materials developed for this purpose must be accurate,
current, and directed to issues of pregnancy coverage and maternity services.
The materials should present the information in a way that is not so complex as
to intimidate potential applicants and should include clear directions about
where and how to apply for the program.

Several other, more general attributes of prenatal services can also help to
increase use of care and we recommend that they be widely adopted:

—services are easy to find in the telephone book, listed under several headings;

—the telephone system in an individual setting is well organized and staffed
so that callers do not constantly reach a busy signal;

—reasonable efforts are made through various channels of public information
to inform women of service hours and location, to advertise new maternity
programs, and to alert women to services that complement prenatal care,
such as the Special Supplemental Food Program for Women, Infant, and
Children (WIC);

—there is a gap of 2 weeks or less between an initial call for a prenatal care
appointment and the appointment itself,

—services are located near public transportation; where needed,
transportation costs are subsidized or provided directly;

—a woman sees as few different providers as possible in the course of a
pregnancy;
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—=clients spend minimal time in a waiting room (by using, for example, a
staggered rather than a block appointment system);

—patients are treated courteously, not only by physicians and nurses, but also
by receptionists, appointment clerks, and other gatekeepers, particularly at
the first contact or visit,

—staff training is frequent and supports a positive orientation toward clients;,

—careful consideration is given to women's cultural preferences, such as
using female providers for women whose cultures do not accept medical
examinations performed by men; similarly, health and nutrition education
are consonant with cultural practices, including diet;

—adequate time is allowed for talking with clients about unfamiliar
procedures and treatments,

—special efforts are made to coordinate the hours and the paperwork of
prenatal services with other services needed by clients;

—appointments are timed to accommodate women's schedules, particularly
those who work or go to school,

—bilingual staff or interpreters are present where common language barriers
commonly exist; and

—child care services are provided or are easily accessible nearby.

PUBLIC INFORMATION AND EDUCATION

Studies of women who received insufficient prenatal care reveal that an
important contributing factor is a low value attached to this service (Chapter 3).
Some women state quite directly that they did not think prenatal care was
important or useful, some seem to fear it, some contend that other matters were
more pressing than seeking out prenatal services, and some say care is
important only if you feel sick. These personal perspectives have led the
Committee to conclude that drawing more women into prenatal care will
require increased public information and education about the nature and value
of this care. This fourth goal supplements the three already noted: eliminating
financial barriers, ensuring basic system capacity, and improving the
organization and ambiance of services themselves.

e We recommend that public and private groups—government,
foundations, health services agencies, professional societies, and others—
invest in a long-term, high-quality public information campaign to educate
Americans about the importance of prenatal care for healthy mothers and
infants and the need to begin such care early in pregnancy. The campaign
should carry its message to schools, the media, family planning and other
health care settings, social service networks, and places of employment.
Additional campaigns should be aimed at the groups at highest risk for
insufficient care. Whether directed at the entire population or a specific
subgroup,
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public information campaigns should always include specific instructions
on where to go or whom to call to arrange for prenatal services.

We urge a serious effort to avoid one-shot, short-lived campaigns.
Sporadic media flurries around such issues as low birthweight have been
frequent in recent years, but few have been long-term and many have already
fizzled without, we suspect, much impact on attitudes or behavior.

We also underscore the importance of campaigns aimed at the groups that
most often secure insufficient prenatal care, such as very young teenagers, low-
income multiparous teenagers, uninsured women, women over 35 with several
children, recent immigrants, certain high-risk minority groups, and very low-
income women in both rural and dinner-city areas (Chapters 1 and 2). Those
who plan and implement campaigns to reach these groups should study in
advance where the targeted individuals live, work, study, and play, and what
they read, watch, and listen to. They must address their messages not only to
pregnant women, but also to their male partners and their families. They must
be aware of linguistic barriers and cultural influences. Put another way,
audience definition, market research, premarket testing, and other skills of the
advertising and marketing fields need to be applied to public education about
prenatal care.

In addition to general information about what prenatal care is and why it is
important, public information campaigns should include three themes: first,
prenatal care is important even if a pregnant woman feels well; second,
although previous pregnancies have been uneventful, subsequent ones may not
be, and health supervision is important from early pregnancy on. Third, the
signs and symptoms of pregnancy should be clearly explained. In addition to
these messages about prenatal care and pregnancy, public information and
education should emphasize basic concepts of family planning, given the strong
association between whether a pregnancy is planned and onset of prenatal care
(Chapter 2).

Schools especially should help in conveying such information. Although
the topics of prenatal care and family planning are discussed in some health
education programs, not all schools offer such education, and anecdotal
information suggests that the quality of some health education is poor. Clearly,
young people need to understand what prenatal care and family planning are
and their importance in reproduction. Schools are in an excellent position to
reach this population with high-quality education on these important topics.

Similarly, it is important that the health education offered as part of family
planning services—both through groups and one-on-one counseling—include
material on the importance of prenatal care. Because virtually all users of
contraception are sexually active, it is highly appropriate that future pregnancies
be discussed during visits to obtain contraception, even
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if avoidance of pregnancy is the main focus at the time. Such preconception
counseling should cover the value of planning for pregnancy, the role of
prenatal care in healthy birth outcomes, and how to obtain such care. When a
woman enters the family planning system because she wishes a pregnancy test,
additional opportunities for providing education about prenatal care arise. And,
of course, if the test is positive and the woman elects to continue the pregnancy,
she needs prompt referral for prenatal care and education to help her understand
the importance of such care. This import referral opportunity—often missed—is
discussed in more detail later.

Finally, we wish to underscore the simple notion that prenatal services
must be advertised to prospective clients. New or existing services that no one
knows about are not really accessible. Thus, public information campaigns
about the importance of prenatal care—whether directed toward the general
population or toward specific groups—should always explain how to arrange
for care in a given community or through a specific program. This suggestion
was made above in relation to the Medicaid program, but it applies equally to
all programs that are attempting to serve women who are at risk for inadequate
prenatal care.

THE ROLE OF OUTREACH: A GENERAL FRAMEWORK

Available data suggest that the four-part comprehensive program just
outlined would lead to major improvements in the use of prenatal care. It would
not bring about universal participation in prenatal care, however. The data
presented in Chapters 1 through 3 suggest clearly that a variety of women will
remain outside the system, despite major improvements, because of extreme
social isolation or youth; apathy, fear, or denial; drug addiction; homelessness;
fear of deportation, arrest, or other sanction; culturally based avoidance; and
other concerns.

Figure 5.1 illustrates this point. Group A is the set of women who—
because of adequate insurance, a well-functioning health care system in their
community, personal resourcefulness, or all three—secure sufficient care.
Group B is the set of women who would be able to obtain more adequate care
were the four basic system changes made. The precise size of group B, of
course, is unknown; however, data and program experience presented
throughout this report suggest that it is substantial. The European data and
experience summarized by Miller (see his paper at the end of this volume) show
that rates of participation in prenatal care are high when the maternity system
includes few barriers to care.

Group C is the residual, hard-to-reach population that would remain
without prenatal care even after major system reforms had been made. As
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Figure 5.1 Proportion of pregnant women obtaining sufficient prenatal care
under various organizational and financial arrangements.

with group B, the precise size of group C is unknown; it is probably small.
For these women, special services are needed to locate and enroll them in
prenatal care and then to provide them with enough support, attention, and
caring that they do not drop out along the way. These two functions—
casefinding and social support—are the activities defined in this report as
outreach. In the two sections that follow, we offer some suggestions about how
these services can be used to increase use of prenatal care among those who are
hardest to reach.

Before doing so, however, we must stress our view that, at present,
outreach services are being unfairly saddled with the burden of removing
obstacles to prenatal care. Time and again, the Committee learned of
communities that have invested in outreach to overcome basic inadequacies in
existing networks of prenatal services, rather than changing the system itself.
Faced with significant financial barriers, limited service capacity, inhospitable
institutional practices, and a basic lack of public understanding about prenatal
care, the response is often to hire outreach workers, or organize brief campaigns
of posters in buses touting the importance of prenatal services, or arrange for
compensatory social support rather than take on the more challenging task of
repairing fundamental flaws. Repeatedly, outreach is organized to help women
over and around major obstacles to care, but the obstacles themselves remain.
The Committee gradually came to the conclusion that organizations whose
primary focus is casefinding and social support seem, in the words of one
member, to be "waging guerilla warfare" against institutions that are turning
away patients, either deliberately or as an inadvertent consequence
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of their financial and other policies. Given that outreach programs typically
have neither the resources nor the authority to bring about significant
improvements in access to care, it is not surprising that their impact, though
sometimes positive, is often limited (Chapter 4). Accordingly:

* We recommend that initiatives to increase use of prenatal care not
rely on casefinding and social support to correct the major financial and
institutional barriers that currently impede access. Rather, outreach
should be only one component of a well-designed, well-functioning system
and should be targeted toward women who remain unserved despite easily
accessible services. Outreach should only be funded when it is linked to a
highly accessible system of prenatal services, or, at a minimum, when it is
part of a comprehensive plan to strengthen the system, emphasizing the
four areas previously described.

To fund outreach in isolation and hope that, alone, it will lead to major
improvements in the use of prenatal services is naive and wasteful.

CASEFINDING

Stressing again that outreach must be linked to improved—or improving—
prenatal care systems, the Committee tried to learn which casefinding methods
are most effective. Unfortunately, data assembled from the 31 programs studied
were not sufficient to support clear recommendations about what techniques are
indisputably the most useful. This weak science base is traceable primarily to
difficulties in isolating the impact of a single casefinding method (usually,
several are in place simultaneously) and the fact that data on casefinding
efficacy are usually confounded by other aspects of the maternity care system.
In addition, little research of any kind has been done in this area, probably
because of the methodological problems just noted and because of its low status
among health services researchers. What the Committee could distill about
useful forms of casefinding is presented in Chapter 4. Based on the experiences
summarized there and in Appendix A:

* We recommend that in communities where financial and institutional
barriers have been removed, or as part of a comprehensive plan to do so, at
least five kinds of casefinding be considered for their compatibility with a
program's goals and constraints:

1. telephone hotline and referral services that can make prenatal
appointments during the initial call and can provide assistance to
callers in arranging needed maternity, health and social services;
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2. television and, in particular, radio spots to announce specific
services, coordinated with posters displayed in the mass transit system;

3. efforts to encourage current program participants to recruit
additional participants from their friends, neighbors, and relatives;

4. strong referral ties between the prenatal program and a variety of
other systems in which pregnant women at risk for insufficient care
may be found: family planning clinics, schools, housing programs,
WIC agencies, welfare and unemployment offices, churches and
community service groups, shelters for the homeless, the police and
corrections systems, substance-abuse programs and treatment
centers, and other health and social service networks; and

5. outreach workers who work in carefully defined target areas and
seek clients among well-defined target populations.

Whatever the method used, casefinding should be directed toward high-
risk groups and areas. This requires that program leaders pinpoint the
sociodemographic characteristics and geographic locations of women who
obtain insufficient prenatal care.

The materials in Chapter 1 can help to define target groups, although the
data discussed there are primarily national—states and communities need more
detailed information on their own populations. Chapter 2 also presents
information that can help to define target groups. Data from both chapters
suggest that several populations are likely candidates for targeted casefinding
(as they are for focused campaigns of public information): very young
teenagers, low-income multiparous teenagers, women over 35 with several
children, substance-abusing women and homeless women, recent immigrants,
certain high-risk minority groups, and very low-income women in both inner-
city and rural areas.

The fifth method highlighted above, use of outreach workers, requires
comment. Much of the program data assembled by the Committee suggest that
the effectiveness of these workers is limited. We suspect, though, that when
such workers are used only in a carefully targeted way—in very low-income
housing projects, for example, or other areas with high concentrations of
women at risk for inadequate prenatal care, their effectiveness may be greater
than some of the program data suggest. The personal touch they offer to women
whose lives are often in chaos may be just what is needed, and the poorest inner
cities and rural areas of America may need more of them. We emphasize again,
though, the importance of their work being focused on areas of greatest need
only, given the expense, labor-intensity, and occasional dangers of the job.

A final note on outreach workers. It is not uncommon for communities to
have outreach workers from several different agencies working in a single area.
Representatives from child abuse and neglect services, pediatrics,
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social services, sanitation, housing, and rat and poison control can all be
knocking on the same doors. The potential for fear, suspicion, and lack of
efficiency that such a scenario suggests leads us to a simple suggestion:

We recommend that communities experiment with multipurpose outreach
workers in an effort to increase efficiency, enhance the receptivity of
neighborhood residents, and, perhaps, increase the effectiveness of such
workers. Evaluation should accompany well-designed trials of this approach
and, if they are found useful, results should be widely disseminated.

We recognize a historical cycle here. Over the years, single-purpose and
multipurpose outreach move in and out of style. In the early days of the War on
Poverty, for example, the multiservice model was ascendant; in the 1980s it is
rare. Our sense is that the pendulum has swung too far in the single-purpose
direction and that a change is in order.

The Committee also calls particular attention to casefinding through closer
links between pregnancy testing and prenatal services. A major opportunity to
enroll pregnant women in prenatal care promptly is missed each time a positive
pregnancy test is not accompanied by an appointment for prenatal services, if
appropriate. Similarly, a negative pregnancy test signals that referral to family
planning or even infertility services may be in order.

We recommend that pregnancy-testing services and prenatal care
programs develop stronger referral ties, including the ability to make
appointments for prenatal care at the pregnancy testing site. Missed prenatal
appointments require vigorous follow-up.

In this context, we also urge that, given teenagers' poor use of prenatal care
(especially teenagers who already have one or more children), schools include
the availability of pregnancy testing in their health services and make special
efforts to help pregnant teenagers obtain prenatal care. Health clinics based in
schools are increasingly common and provide a natural setting for this function.

Similarly, pediatricians, family practitioners, and others caring for families
with young children can help in the task of casefinding. In Chapter 1, the strong
association between higher birth order and poor use of prenatal care was noted;
young, poor, multiparous women in particular form an exceedingly high-risk
group. This finding supports an additional suggestion:

We recommend that health care providers in touch with women who have
young children—particularly low-income teenagers with young children—
periodically raise the topics of family planning and child spacing. If additional
children are planned or already on the way, the topic of prenatal care should
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be raised. Specific information on where and how to obtain prenatal care
should be easily available in these settings.

We also urge that careful thought be given to the mechanics of linking
prenatal services more directly to pregnancy testing and pediatric services. In
particular, referral systems must ensure that patient confidentiality and
sensitivity are respected. To help develop and disseminate information about
this method of casefinding, it would be useful to describe and evaluate
alternative approaches.

On a more general level, we also emphasize that casefinding—by whatever
method—can be time-consuming, expensive, and difficult to conduct. For
example, high-risk groups who remain outside the maternity care system may
resist efforts to draw them into care and be difficult to engage; casefinding
through outreach workers requires a significant investment in recruitment,
training, support, and supervision; developing appealing placards for subways
and buses often requires careful graphic design, market research and premarket-
testing, and extensive negotiations with local transit authorities. Yet it is our
impression that in planning and raising funds for prenatal care programs, the
casefinding function is often shortchanged.

We recommend that those responsible for planning and funding prenatal
programs recognize explicitly that casefinding is not simple and may be costly.
Program planning and budgeting should provide adequate, realistic support for
casefinding.

SOCIAL SUPPORT

Ample data show that with the care and attention of a single person or two
(a patient advocate, a case manager, a granny, or whatever), high-risk women
can be helped to obtain adequate prenatal care and to secure the many ancillary
services they need (see Appendix A).

Were the four recommendations for improving the maternity system
implemented, the need for social support might decrease, because women
would not need as much help arranging for care. Even in a well-functioning
system of prenatal services, however, Group C (see Figure 5.1) would remain,
requiring concentrated support and assistance. Accordingly:

* We recommend that programs providing prenatal services to high-
risk, often low-income groups include social support services to help
maintain participation in care and arrange for additional services as
needed. Home visiting is an important form of social support and should be
available in programs caring for high-risk women.
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Sometimes the primary obstetric care provider fills this social support role;
sometimes the task is delegated to others. Whatever the arrangement, this
function needs to be adequately financed (and, in particular, reimbursed through
public and private insurance), as it, like casefinding, can be time-consuming and
therefore expensive.

However, having made this general point, we are reluctant to urge that
"case management," as it is currently being used in the administration of the
Medicaid program, be widely applied. As a recent survey of state Medicaid
directors noted, "Case management lacks a precise conceptual or operational
definition. In the absence of a definition, case management typically describes a
range of activities that can vary from routine, minimally professional referral
services, to primary nursing, to comprehensive care plan development,
oversight, and monitoring."8 This situation leads to an additional suggestion:

We recommend that the federal government, in partnership with states,
providers, consumers, and public and private insurers, develop clear standards
and performance criteria for the function of case management. These standards
and criteria must be unequivocally oriented toward women's health and social
needs. Once developed, they should be adopted in a wide range of prenatal
settings, particularly those caring for significant numbers of high-risk women,
and all payment systems should support such care.

In concluding these sections on casefinding and social support, the
Committee again stresses that they do not substitute for the basic system repairs
outlined earlier. Program leaders and policymakers concerned with increasing
use of prenatal care should concentrate first and foremost on financial and
institutional issues and should not be seduced into thinking that more limited
measures such as hotlines or outreach workers will solve the problem.
Instituting an outreach program may appear less difficult and expensive than
fundamental system reform; it may also have considerable public relations
value. But the Committee strongly suggests that outreach should be aimed only
at carefully defined high-risk groups and that it should be an adjunct to a well-
functioning system that is easily accessible to the vast majority of pregnant
women.

MANAGEMENT AND EVALUATION

The Committee's study of programs yielded several observations about
management and evaluation (Chapter 4). On the basis of these findings:

* We recommend that programs to improve participation in prenatal
care invest generously in planning and assessment of needs. Doing so will
require a deeper appreciation, among funders in particular, of the
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time needed for responsible, intelligent program design and planning.
Substantial improvements in the use of prenatal care (or in other measures
of outcome such as low birthweight or infant mortality) should not be
expected too soon.

Issues to be considered in basic planning and needs assessment include in-
depth reviews of existing maternity services, provider practices, and attitudes;
public and private health insurance coverage in the target state or community;
the views of local women regarding existing maternity services; careful
definition of the target populations, of local barriers to prenatal care, of existing
community services, and of relevant historical and political realities; market
research and premarket testing of materials (where applicable); design and
testing of management information systems or other mechanisms for providing
basic program data (who is being served, how staff and other resources are
being used, program changes over time, and so on); and consideration of
whether a formal evaluation should be included, and, if so, what type.

Far too many of the programs reviewed by the Committee were deficient
in conducting these basic functions, even programs receiving public funds and
in existence for many years. Many programs came into existence quite quickly—
often because of the sudden availability of money or opportunity—and were in
business before a number of important preliminary steps could be taken.
Funders, policymakers, and particularly politicians need to understand that
these programs—Iike human services generally—cannot be organized in a
hurried, slipshod manner; information needed for planning takes time to gather
and analyze.

The Committee noted a reluctance to view investments in prenatal care
programs as long-term commitments whose impact should not be anticipated
too soon. Developing new statewide networks of clinics, changing community
views about the value of a service such as prenatal care, encouraging more
private physicians to care for low-income patients, convincing a community
that a certain care facility is now receptive to immigrant women, or developing
trust in a particular community worker are all difficult tasks that take generous
amounts of time. We were distressed by the number of programs that felt under
pressure to show "results" (such as a dramatic increase in first-trimester
enrollment in prenatal care or a marked decrease in low birthweight) in a year
or so, sometimes less. Common sense alone suggests that many of the types of
programs outlined in the Appendix take several years to develop into smoothly
functioning services and sometimes longer to show results, if any. Moreover, no
single approach (such as a media campaign or a modest expansion in Medicaid
eligibility) should be under pressure to correct such complicated problems as
infant mortality or low birthweight.
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With regard to program evaluation:

* We recommend that early in a program's course its directors decide
whether it is to be primarily a service program (with data collected mainly
to help in program development and monitoring) or whether it is also to
test an idea in the field. The latter type requires ample funding if the
evaluation is to be sound; it also requires sophisticated systems for data
collection and experts in program evaluation—resources that must be built
into the program from the outset.

This recommendation carries the implicit message that although all
programs should be carefully managed, not all should be evaluated. Meaningful
evaluation is often expensive, drawing resources from other activities that may
be more urgent; moreover, it requires control or comparison groups, which
many operating programs cannot establish. It requires significant technical skill
and expertise, as well as adequate investments in research design, computer
software, and data entry and analysis.

For programs that choose to include a strong evaluation component,
specific consideration should be given to qualitative versus quantitative
approaches and to the possibility of randomized trials and alternative designs
that attempt to overcome selection bias. We also note that a higher quality of
effort is needed than that exhibited by most of the programs reviewed. Indeed,
the Committee found that significant amounts of time and money are being
wasted on evaluation studies that are so flawed methodologically as to be
almost useless.

RESEARCH

The Committee found a number of topics that merit research. Before
listing them, however, we assert that no further research should be conducted to
show the importance of financial and institutional barriers in the poor use of
prenatal care. More than enough data documenting these relationships exist,
even if public policy addressing these problems is inadequate. We do urge,
however, that any community designing programs to increase early use of
prenatal care carefully assess the extent of financial barriers, inadequate system
capacity, and inhospitable institutional practices. For example, in many
communities only anecdotal information exists regarding the availability of
prenatal services: whether certain clinics are overloaded, and if so, to what
extent; the fees at area clinics; and so forth. Obtaining such basic information
should be the first order of business in designing prenatal programs..

We are reluctant to recommend extensive research on the relative
effectiveness of various casefinding activities, i.e., assessing the client-yield
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of community workers versus hotlines or financial incentives. These activities
are usually so intertwined with other variables in the system that
methodologically sound studies of their impact would be virtually impossible to
design. Moreover, given the major role that financial and institutional barriers
play in determining use of prenatal care, it seems almost diversionary to study
outreach techniques rather than to improve the basic prenatal care system. With
this context in mind:

* We recommend that in communities where financial and institutional
obstacles to care have been significantly lowered, research be undertaken on
several topics:

1. Why do some pregnant women register late—or not at all—for
prenatal care even when financial and institutional barriers are
ostensibly absent? In particular, what are the emotional and
attitudinal factors that limit participation in care?

2. How can the content of prenatal care be revised to encourage
women to seek such care early in pregnancy?

3. What casefinding techniques are most helpful in identifying very
high-risk groups (such as low-income multiparous teenagers) and
linking them to prenatal services?

4. What are the costs associated with various forms of casefinding and
social support?

5. What are the most effective ways to forge links between physicians
in private practice and community agencies providing the ancillary
health and social services that high-risk women often need?

6. How is access to maternity services being affected by such recent
developments as the decreased ability of hospitals to finance care for
indigent patients through cost-shifting, the increase in corporate
ownership of hospitals, the gradual expansion of the DRG
(diagnosis-related groups) system beyond the Medicare program,
and the increasing profit orientation of the health care sector
generally?

With regard to the first topic, it would be helpful if researchers could use
similar theoretical frameworks and lists of barriers when interviewing women.
As Chapter 3 shows, many questionnaires have been developed, but their
diversity hampers efforts to synthesize findings. One particular issue that
research of this type might probe is why some women who are clearly pleased
to be pregnant seek pregnancy confirmation early but then do not arrange for
prenatal care, even in areas where the maternity care system is functioning well.

The second topic suggests that early enrollment in prenatal services might
increase if such care were more clearly directed to major issues in the first
trimester of pregnancy. These include: the steps women can take
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to protect the health and development of the fetus (such as avoiding x-rays,
alcohol and other drugs); the discomforts of early pregnancy (such as nausea,
worries about "getting fat," and changing personal relationships occasioned by
the pregnancy); and the ambivalence or negative feelings that some women
experience when first learning they are pregnant. If prenatal care gave more
emphasis to these first trimester issues, and if women better understood that
prenatal care was helpful and important from conception onward, use of this
health service might well increase.

The third topic should include such questions as: (1) What is the relative
effectiveness of such casefinding techniques as community canvassing via
outreach  workers, telephone canvassing, hotlines, public service
announcements, and/or provision of various incentives? Do some approaches
work better in some settings and for some target groups? (2) How can referral
links between prenatal care and other services in which high-risk women
participate best be developed and maintained? (3) What institutional homes
(health departments, social services agencies, free-standing institutions) are best
suited to various outreach activities?

The fourth topic—costs—merits emphasis. With very few exceptions—the
Central Harlem Outreach Program of New York City being the shining example—
the programs reviewed by the Committee had little or no data linking program
costs to client outcomes. To compete for future support and to provide more
accountability, such data need to be collected.

The fifth topic addresses the problem of private practitioners being isolated
from many community-based agencies that provide the supplementary services
some of their patients need, such as WIC and substance abuse treatment.
Research in this area should proceed with the full involvement of private
practitioners so that conclusions will be acceptable to them and relevant to their
practices.

Our sixth and final suggestion for research simply acknowledges that fact
that current changes in the health care system may be decreasing access to
prenatal care. If so, such influences need to be carefully described and
quantified, and policymakers should be alerted to the findings of such
investigations.

A NOTE TO FUNDERS

We conclude with some observations directed to those who fund prenatal
services: public agencies, legislative bodies, and private foundations and
voluntary groups. Many of these points have been covered elsewhere under
various headings. We collect and reiterate them here for emphasis.
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Over the years, private and public institutions have funded a variety of
demonstration and research programs in the general area of prenatal care for
low-income groups. The Committee has reviewed many of these programs and
has concluded that at least three problems cloud the relationship between these
programs and their sponsors.

First, the absence of reliable and consistent funding of prenatal care
programs for low-income groups often forces program directors to ask
foundations or government for research and demonstration funds that in fact are
used—out of necessity—to subsidize basic program services. It is for this
reason, perhaps, that the Committee found very little real innovation or research
in the areas of delivery of prenatal care or outreach for low-income groups. In
the Committee's view, fostering high-quality research on complicated issues of
access to care will require government, foundations, and program directors to
give up the fiction of subsidizing direct services through research grants.

Second, the Committee found that many research and demonstration
programs are funded by foundations and government for 2 or 3 years. These
short funding cycles have at least two negative consequences. First, they require
program leaders to spend large amounts of time searching for funds, responding
rapidly to competitive grant announcements, preparing numerous funding
applications, lobbying state legislatures and other public groups for support, and
so on. Coupled with often burdensome reporting requirements, the struggle to
maintain funding has become debilitating and frustrating. Second, the short
cycles carry the implicit message that programs must implement, evaluate, and
show results within 2 or 3 years. Program directors are aware that their funding
may depend upon their ability to provide these results quickly. Such a process
suggests a lack of understanding of the basic facts of organizational sociology.
To implement and institutionalize change in any organization or client
population requires considerable time. The Committee suggests that genuine
innovation and evaluation cannot be accomplished in much less than 5 years
and that to expect valid results in less time is naive.

Third, although both government and foundations have regularly funded
demonstration projects in the area of prenatal care for poor women, often with
considerable public fanfare, support of successful programs over many years is
less evident. The Committee suggests that foundations and government might
more usefully serve this area of health care by working together, in a deliberate
and planned fashion, to ensure that programs whose value and effectiveness
have been proven are maintained "when the grant runs out." A conscious plan
for moving innovation into the mainstream would allow those responsible for
health care to use their energies in more constructive and innovative ways. It

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/731.html

not from the

original typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be

retained, and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book

aching Infants

CONCLUSIONS AND RECOMMENDATIONS 161

would also enable useful programs to continue when the next social priority
comes along claiming attention and funds.

SUMMARY

In the long run, the best prospects for improving use of prenatal care—and
reversing current declines—Ilie in reorganizing the nation's maternity care
system. Although a new system may include some elements of the existing one,
the Committee specifically recommends against the current practice of making
incremental changes in programs already in place; instead it argues for
fundamental reform. Several ways are available for designing the specific
components of a new system, but no such work should proceed until the nation's
leaders first make a commitment to enact substantial changes. A deeper
commitment to family planning services and education should accompany
improvements in the maternity care system.

In the short term, we urge strengthening existing systems through which
women secure prenatal services. This includes simultaneous actions to remove
financial barriers to care, make certain that basic system capacity is adequate
for all women, improve the policies and practices that shape prenatal services at
the delivery site, and increase public information and education about prenatal
care. Federal leadership of this four-part program is essential, supplemented by
state action to ensure the availability of prenatal services to all residents.

Even if all four system changes were implemented, there would still be
some women without sufficient care because of extreme social isolation, youth,
fear or denial, drug addiction, cultural factors, or other reasons. For these
women, there is a clear need for casefinding and social support to locate and
enroll them in prenatal services and to encourage continuation in care once it is
begun. These outreach services, built onto a well-designed, highly accessible
system of prenatal services, can help draw the most hard-to-reach women into
care.

Unfortunately, though, outreach is often undertaken without first making
certain that the basic maternity care system is accessible and responsive to
women's needs. Too often, communities organize outreach to help women over
and around major obstacles to care rather than removing the obstacles
themselves. Thus, the Committee specifically urges that outreach be funded
only when linked to a well-functioning system of prenatal services or, at a
minimum, when it is part of a comprehensive plan that emphasizes four areas
noted above. To fund outreach in isolation and hope that it alone will
accomplish major improvements in the use of prenatal services is naive and
wasteful.
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In support of this general view, the Committee also makes a number of
recommendations regarding program management, evaluation, and research.
The Committee concludes that not all programs should have to muster the funds
and expertise to conduct meaningful evaluation. For those that choose to do so,
a higher quality of effort is needed than that exhibited by most of the programs
reviewed. With regard to research, the Committee specifically urges that no
more research be conducted to demonstrate the importance of financial and
other institutional barriers to care. We do, however, suggest six specific
research topics and recommend that the current practice of securing funds for
services under the guise of research cease.
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Appendix A

Summaries of the 31 Programs Studied

To identify programs that might provide data on increasing and sustaining

adequate use of prenatal care, the Committee and staff:

reviewed survey data assembled in Spring 1985 by the national Healthy
Mothers/Healthy Babies coalition;

sent letters in August 1986 and March 1987 to all directors of state maternal
and child health agencies, requesting assistance in identifying data on the
relative effectiveness of various outreach activities in their states;

contacted organizations active in maternal and child health, including
advocacy groups (such as the Children's Defense Fund), foundations (such
as the Ford Foundation), and professional societies (such as the American
College of Obstetricians and Gynecologists);

queried other organizations known to be conducting research in prenatal
care, including the Alan Guttmacher Institute, the Office of Technology
Assessment, the American Hospital Association, the Centers for Disease
Control, and the General Accounting Office;

commissioned an update of the report on statewide prenatal care initiatives
issued in 1986 by the Center for Population and Family Health, Columbia
University School of Public Health;

commissioned a paper reviewing comprehensive service programs for
pregnant teenagers funded by the Office of Adolescent Family Life
Programs within the U.S. Department of Health and Human Services;

ran an advertisement in The Nation's Health (newspaper of the American
Public Health Association) requesting program leads; and
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» discussed the project with members of the public health and medical care
communities, and reviewed journals and reports in which relevant material
might be published.

From these sources, a master list of almost 200 programs was compiled.
Each program was contacted directly by telephone or mail or both to learn more
about its activities and to ascertain whether it had adequate data to judge its
effectiveness in improving participation in prenatal care. Written reports from
projects were reviewed, and in some instances program directors were asked to
work with Committee staff to develop summaries of programmatic activities
and data. Out of these approximately 200 programs, 31 were selected for more
intensive study and are described in this appendix. The criteria used in the
selection process are discussed in Chapter 4.

An important part of the program review was a workshop held in May
1987 during which the Committee talked in depth with the leaders of eight
programs using varied means of improving use of prenatal care. These informal
conversations provided valuable insight into the history and context of these
and other programs.

Program directors, particularly directors of projects not already described
in the published literature, were closely involved in drafting the summaries that
follow. They emphasize each program's origins, its principal activities, and
evidence that it has influenced registration or continuation in prenatal care.
Most note the year of each program's initiation, key factors in its inception,
funding sources, and whether the program is still under way. Unfortunately,
very few projects were able to supply the committee with data on program costs
in relation to impact (that is, cost-benefit data of some type); consequently,
most of the summaries do not include such information. As will be evident, the
program descriptions vary in length, depth, and intensity of data. This reflects
the diversity of the programs, wide variations in their ability to provide clear
descriptions of their activities, and differences in the amount of relevant
information they could supply.

Chapter 4 describes the five categories developed by the Committee to
group the many programs reviewed briefly and the 31 studied in detail. As
noted there, programs were classified on the basis of their major emphasis.

TYPE 1: PROGRAMS TO REDUCE FINANCIAL BARRIERS

The Committee studied two programs that take a direct approach to
reducing financial barriers to care: the Healthy Start Program in Massachusetts
and the Prenatal-Postpartum Care Program in Michigan.
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Healthy Start Program—Massachusetts!

Massachusetts initiated its Healthy Start Program in December 1985. The
genesis of the program was similar to that of many others reviewed by the
Committee: a rise in infant mortality rates followed by the appointment of a
Blue Ribbon Task Force and implementation of at least some of the Task
Force's recommendations. The scope of the Massachusetts program, however, is
broader than that of many of the other programs reviewed. Most programs start
small, involving a limited number of providers, one city, or a few counties. The
Massachusetts program started statewide and was designed to include all
willing providers. Healthy Start, a joint effort of the state health and welfare
departments, offers financing for a full range of maternity services for any
pregnant woman who lives in Massachusetts, is not currently enrolled in
Medicaid, has no private health insurance, and has a family income at or below
200 percent (originally, 185 percent) of the federally defined poverty level.”
Healthy Start funds can also be used to underwrite the initial care of women
who are potentially eligible for Medicaid. Once such a woman has begun
prenatal care through the Healthy Start program, her financial status is reviewed
carefully; if she is found to be Medicaid-eligible in fact, that financing source
(rather than Healthy Start) eventually covers her prenatal care costs.

The program is noteworthy for emphasizing expansion of the range of
sites, including private providers, where low-income women can receive
services, rather than taking the usual route of enlarging the capacity of existing
settings where low-income women have traditionally received care. A pregnant
woman enrolled in Healthy Start decides where she wishes to receive care, and
as long as that provider is enrolled in the program, she may receive care there.
Healthy Start staff believe that the program's focus on freedom of choice is one
of its most important elements. Women who cannot or do not want to travel
long distances, who have a good relationship with a current provider, or who do
not want to use a particular facility have no reason to delay seeking care,
because they can make the arrangements they prefer, provided that their chosen
caregiver participates in the program.

After completing a very simple registration process, all obstetrician-
gynecologists, family practitioners, pediatricians, medical specialists and other
health care providers, health centers, hospitals, laboratories, and

* As this report is being written, Massachusetts has raised its Medicaid income
eligibility ceiling to 185 percent of the federal poverty level. This expansion will result
in about 80 percent of Healthy Start clients being transferred to the Medicaid program.
The state has also passed landmark legislation that significantly expands the availability
of health insurance to all state residents.
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pharmacies are eligible for reimbursement for services provided to Healthy
Start participants. The registration procedure is intentionally less cumbersome
than that required to become certified as a Medicaid provider. Registration has
also been made easy for the woman. She may apply through her care provider
or by calling a statewide toll-free number (1-800-531-BABY). The application
form can be completed at home and mailed in, thus avoiding any "welfare taint"
that can accompany applying for Medicaid.

Healthy Start covers all "medical care necessary to maintain health during
pregnancy" plus one pediatric visit. Although the program does not require a
particular type or "package" of care, women who call the project's 800 number
for a referral are sent, when possible, to comprehensive services in their
communities. Healthy Start originally reimbursed for hospital labor and
delivery costs as well, but these expenses have recently been shifted to the
Hospital Free Care Pool. Providers are reimbursed at the Medicaid rate for
physicians and community health centers and at the non-Medicaid Public
Assistance Rate for hospitals. The average cost per program participant has
been $1,100 for prenatal care and $2,200 for hospitalization. The estimated cost
of Healthy Start in the 1987 fiscal year was $20.3 million.

A preliminary evaluation of Healthy Start has been conducted using
program records, hospital discharge data, birth certificates, focus group
discussions, and informal interviews with program staff.> One major finding is
that the program has been successful in enrolling providers. As of February
1988, all hospital-based prenatal clinics, all health centers with prenatal care
services, and more than 2,000 physicians and nurse-midwives, including 476
obstetricians (some of whom were not certified as Medicaid providers) had
agreed to serve Healthy Start clients. The program enrolled 65 percent of all
uninsured pregnant women and estimates that it enrolled 85 percent of the
women eligible for the program on the basis of income. Forty percent of
Healthy Start participants used private providers. The program's penetration has
been particularly high among minorities, teenagers, the unmarried, and those
with less than a high school education.

Another major component of the evaluation is a comparison between
Healthy Start participants and those insured under other programs or uninsured.
Covering the period of July through December 1986, this analysis was made
possible by the inclusion on Massachusetts birth certificates of source of
payment for prenatal care. More than 40,000 birth certificates were analyzed
and over 2,000 were of babies born to Healthy Start participants. In general, the
evaluation showed that Healthy Start was more successful in helping women to
maintain participation in care once begun than to initiate care early. Controlling
for demographic differences
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in the composition of the various groups defined by payor status, Healthy Start
participants were found to be more likely than those on Medicaid to initiate care
in the first 4 months of pregnancy, but less likely to do so than those with
private or other government insurance or the uninsured. Participants were also
found more likely than all groups except those with private insurance or whose
insurance status was unknown to have utilized care adequately, defined as 80
percent or more of the visits recommended by the American College of
Obstetricians and Gynecologists (see Chapter 1), adjusted for the timing of
initiation of care. The largest difference in rates of remaining in care was among
the highest risk groups: blacks, teenagers, and the unmarried. These differences,
suggesting that Healthy Start participants received more quantitatively adequate
prenatal care, are supported by comparisons of pregnancy outcomes (low
birthweight and prematurity) across payor groups, which also show Healthy
Start having a positive impact. The evaluators attribute the the program's
success in improving pregnancy outcomes to its emphasis on enhancing the
continuity and content of care, greater participation among program enrollees in
programs such as WIC, and decreased maternal strain because the program
reduces worries about paying for maternity care.

Prenatal-Postpartum Care Program—Michigan?

In 1981, Michigan recorded an increase in its rate of infant mortality, a
development that many experts in the state linked to the recession during the
early 1980s and the resultant loss of health insurance by many families and
individuals. To address this increase, the governor established a Director's
Special Task Force on Prenatal Care. In 1984, this group released its findings
and recommendations in Prenatal Care: A Healthy Beginning for Michigan's
Children. The major recommendation of the report was that the state establish a
program to finance prenatal care for women who were ineligible for Medicaid
and had no private health insurance—that is, the uninsured, many of whom
worked in jobs that provided no health insurance or were married to men who
had lost their jobs or health insurance during the recession.

Receptive to this recommendation, the state legislature passed a bill in
1984 that established the Prenatal-Postpartum Care (PPC) Program and in 1986
declared prenatal and postpartum care a "basic health service" in state law. As
such, these services are to be made available and accessible to all state residents
in need of the services without regard for place of residence, marital status, sex,
age, race, or inability to pay. In fiscal year (FY) 1984—1985, about $2.5 million
was allocated to begin phasing in the PPC program; for FY 1985-1986 and FY
1986-1987, $5 million dollars was provided. By 1988, the appropriation had
grown to $5.9 million.
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The program began enrolling clients around January 1, 1985. It covers
women at or below 185 percent of the federal poverty level who are not
enrolled in the Medicaid program. In addition, as in Massachusetts, funds may
be used to underwrite the cost of early prenatal care for women who may
become Medicaid recipients later in their pregnancies. Once Medicaid
eligibility is established, Medicaid funds are used instead of PPC monies.
Services covered include medical care during pregnancy (using ACOG
standards) and one postpartum visit. Also included are outreach and referral to
prenatal care, nutritional and psychosocial assessments, vitamins, routine
laboratory procedures, patient education, and referral for high-risk prenatal
services; limited reimbursement is available for special tests, procedures, and
medications. It is important to note that the PPC program primarily reimburses
for a basic package of low-risk services. Women at high risk of poor pregnancy
outcomes require additional nursing, nutrition, and social work services. These
ancillary services have historically been available in some geographic areas
through the state health department's Maternity and Infant Care (MIC) Projects
and its Infant Health Improvement Projects (IHIP). Health departments in these
areas use PPC and either MIC or IHIP funds to provide a more comprehensive
set of prenatal services. PPC does not guarantee availability of care in a
woman's county of residence or by a woman's provider of choice; it does not
pay for inpatient care, nor does it pay for most special services that a high-risk
pregnancy might require. The program originally did not include payment to
physicians for labor and delivery services; however, such payment was added
January 1, 1988.

The PPC program is administered through the Michigan Department of
Public Health and its 48 local health departments. Local health departments
either contract with area providers [private physicians, hospital clinics, health
maintenance organizations (HMOs) or others] or, less often, provide the
services themselves. Participating providers must agree to offer the specified
services and to accept Medicaid patients (to ensure continuity of care for those
PPC women who become eligible for Medicaid during the pregnancy).
Providers are reimbursed on a global fee basis, now including labor and
delivery services, as noted above.

During the first full program year, 1985, 32 of the state's local health
departments adopted the PPC program. By October 1986, 47 had. It is not
known how many providers statewide have contracted with these local
departments to provide care or what proportion were private physicians,
hospital clinics, HMOs, or others. However, a recent survey conducted by a
regional arm of the Michigan Healthy Mothers, Healthy Babies Coalition found
that in 27 counties composing roughly one-third of the state, 33 percent of all
prenatal providers accept Medicaid patients, and 26 percent accept both
Medicaid and PPC. Leaders of the PPC Program report that
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some local health departments have been very successful in drawing individual
providers into the program; others have had more trouble, particularly in areas
with a limited number of settings offering prenatal care. In these areas, local
health departments have tried to enlarge basic system capacity or to develop
alternative provider systems, such as nurse-midwifery clinics. In 1986 the state
health department and state Medicaid agency gave funds to several local health
departments to address problems in system capacity, particularly those caused
by the growing liability crisis. These grants could be used either to underwrite a
portion of the physician's liability premium for each PPC or Medicaid client
served or to establish nurse-midwifery clinics in areas with few or no providers.
One county established such a clinic. All local agencies reported that
underwriting liability premiums helped keep providers participating in the
program.

Data on the use of prenatal care by program enrollees are available for
1985 and 1986. In 1985 about 2,500 women participated in PPC; 47 percent
began prenatal care in the first trimester of care and 18 percent began in the
third. In 1986 enrollment grew to 6,000 women; 55 percent began care in the
first trimester, and 10 percent began in the third. In 1987 enrollment grew to
8,350 women. Data are not yet available on this group's patterns of care.

Although there are no baseline data against which to evaluate these
statistics, the program appears to have increased marginally the percentage of
women seeking care early in pregnancy. Program leaders report that, between
1985 and 1986, many program procedures were smoothed and administrative
problems eased. The program became better known among social service
workers and health professionals generally. News of the program spread by
word-of-mouth, and the various techniques used to publicize the program
became more extensive and better organized (the baby showers program and the
961-BABY hotline, described later in this appendix, both included PPC as one
of their referral listings). In particular, the number of local health departments
participating in PPC increased significantly between 1985 and 1986.

TYPE 2: PROGRAMS TO INCREASE SYSTEM CAPACITY

Four programs were studied that improve use of prenatal care by
expanding the capacity of the clinic systems relied on by low-income women
for their prenatal care. The four are: the Obstetrical Access Pilot Project in 13
counties in California; the Perinatal Program in Lea County, New Mexico; the
Prenatal Care Assistance Program in New York State; and the Prevention of
Low Birthweight Program in Onondaga County, New
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York. The first two in particular emphasized developing services for poor
women where few had existed for this population before.

Obstetrical Access Pilot Project—California*

The Obstetrical Access Pilot Project (OB Access) was developed in the
late 1970s in California to address the fact that, despite the enactment of Medi-
Cal (the California Medicaid program), serious gaps existed in the availability
and extent of perinatal services for low-income women, particularly in certain
geographic areas and ethnic groups. The proportion of California obstetricians
who accepted Medi-Cal patients actually declined from 65 percent in 1974 to 46
percent in 1977. Patients and communities complained that many low-income
women, both those eligible for Medi-Cal and others were experiencing severe
problems in finding physicians with formal training and experience in
obstetrics. Also, an increasing number of physicians were complaining about
their inability to provide adequate care at the prevailing Medi-Cal
reimbursement rates. In 1977, an emergency statute was enacted to revise
physician reimbursement and stimulate Medi-Cal provider participation in
primary and maternity care. By 1979, however, it was clear that the initiative
was not having the desired effects, and a formal legislative resolution was
passed so stating.

In the wake of this incident, the OB Access Pilot Project emerged (1) to
provide better access to comprehensive and early obstetric services for Medi-
Cal eligible mothers in areas where there were no obstetricians or where
providers declined to participate in Medi-Cal and (2) as a consequence of
improving access, to reduce the incidence of low birthweight and the associated
incidence of perinatal morbidity and mortality. OB Access was a pilot program
to test the feasibility and impact of providing reimbursement for a
comprehensive package of perinatal services under Medi-Cal. The project
operated for 3 years (1979-1982) and registered almost 7,000 women.

OB Access' comprehensive care included psychosocial and nutritional
assessments, perinatal education (health, labor, delivery, and parenting
education), and an initial outpatient well-baby examination, in addition to
routine antepartum, intrapartum, and postpartum care (11 recommended
examinations), prenatal vitamins, and routine laboratory tests (generally blood
and urine analyses). The assessments determined what, if any, psychosocial,
nutritional, or educational risks were present; when problems were detected,
counseling was provided and referrals to other services were made as needed.
Formal birth education classes were also provided.

Following an application and review process, seven community clinics and
four county health departments (one in collaboration with a university
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hospital) were selected as OB Access providers. These were located in
obstetrically underserved areas and appeared to be able to provide the amount
and range of services specified. All the sites used a variety of methods to inform
pregnant women of their programs. These included public service
announcements on radio and television, newspaper articles, informational
brochures, community meetings, and the casefinding efforts of welfare workers.
The evaluators commented, however, that "the most effective method appeared
to be word-of-mouth from patients who were satisfied with the care that they
were receiving."

A full-scale evaluation of OB Access was conducted. With regard to
initiation of care, evaluators found in the OB Access counties a reduction in the
weighted average percent of inadequate care among pregnancies terminating in
a live birth, from 10.15 percent in 1978 to 5.49 percent in 1982, a 45.9 percent
decrease. (Inadequate care was defined as care begun in the third trimester, no
care, or unknown care.) During the same period in the entire state, the
percentage with inadequate care dropped from 10.0 percent to 6.60 percent, a
34.0 percent decrease; the reasons for this statewide decrease have not been
defined. A second analysis compared the percentage of OB Access participants
who received care in the first trimester with a matched group of Medi-Cal
women. The results were negative, that is, the percentage of women who began
care in the first trimester was higher in the Medi-Cal group.

The evaluation also suggested that the project had reduced the rate of low
birthweight among program participants, which in turn formed the basis for
benefit-cost analyses. It was estimated that every new dollar spent on OB
Access services would save between $1.70 and $2.60, principally through
reduced expenditures for neonatal intensive care. These estimates did not
include any additional state administrative costs or start-up costs.

The cost-effectiveness data in particular convinced the California
legislature to extend the program. In 1984, a bill was passed establishing the
Comprehensive Perinatal Services Program, which requires that OB Access
services be made available to all pregnant women enrolled in Medi-Cal. A
closely related program currently in operation is the Community-Based
Perinatal Services (CBPS) Program, which provides comprehensive perinatal
care (prenatal care in particular) to low-income women (that is, women whose
incomes fall below 200 percent of the federal poverty level). In 1986, CBPS
served about 30,000 women.

Perinatal Program—Lea County, New Mexico®

One of the programs funded under the Robert Wood Johnson Foundation's
Rural Infant Care Program was in Lea County, New Mexico, a relatively
wealthy county that nevertheless had an infant death rate in 1980
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of 19.8, 80 percent higher than the state average and among the highest county
rates in the nation.

Problems obtaining prenatal care, delivery services, and assistance with
infants' medical problems were described in the application for funding
prepared by the University of New Mexico School of Medicine (Department of
Pediatrics). It was the horror story found only too often in underserved areas.
Many physicians required patients to pay in advance for prenatal care, even if
they had insurance. This meant that a woman had to find $600 to $800 before
she was accepted for her first visit. The local health department provided no
prenatal care, nor did its nurses make home visits. The local hospital was
operated by a for-profit chain and had no outpatient prenatal clinics. The result
of these limitations was that approximately 20 percent of the women who
delivered in the local hospital were walk-ins, defined as women who came to
the emergency room for delivery having had five or fewer prenatal visits or no
prenatal care at all. Others chose to go to Texas for prenatal care or labor and
delivery, or both, claiming that these services cost less and were more easily
accessible there. A survey of barriers to prenatal care in Lea County showed
that, among 92 women who had received little or no care during a recent
pregnancy, financial barriers were the explanation most commonly given.

Foundation funding made it possible for the medical school, working with
the community, to develop ways to reduce infant mortality and increase access
to prenatal care. A proposal to have the local health department operate prenatal
clinics was turned down by the local physicians. According to the physician
who coordinated the foundation grant, the local physicians argued that a county
as wealthy as theirs would have few medically indigent families. They believed
that those women who did not receive adequate prenatal care probably lacked
motivation or education or both, and that other factors not associated with
financial need accounted for the poor enrollment in prenatal care. A health
department clinic, therefore, might compete with the private sector, attracting
women who could afford private care but chose instead to use a "government
giveaway program." Furthermore, local physicians were adamantly opposed to
having a nurse-practitioner or other nonphysician provide prenatal care, as some
had suggested.

An alternative plan was suggested by the community physicians and
implemented in December 1980. Two women were employed to identify
pregnant women in need of prenatal care (casefinding), to provide
transportation, translation, and follow-up services for the women and their
infants, and to serve as community health educators. Potential program
participants identified by these community workers were then interviewed by a
community coordinator to establish financial eligibility, to identify medical and
social issues that required referrals, and to function as a
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liaison among the various program components. More than half of the
physicians with obstetrical privileges at the local hospital agreed to care for
eligible women in their offices on a sliding fee schedule, or without charge, if
necessary. Medically indigent women were assigned to these physicians on a
rotating basis for both prenatal care and delivery. The health department did
pregnancy testing and routine laboratory work and distributed prenatal vitamins
and iron. The March of Dimes and the Levi Strauss Company provided funds
for supplementary services and prescription drugs. Additional funding was also
provided by the state's Crippled Children's Services agency to finance the
program and to support program evaluation.

It soon became apparent to the private physicians in the area that the unmet
need for prenatal care among indigent women was significant and beyond their
capacity or willingness to accommodate. It was not uncommon, for example,
for women referred to private physicians by the community coordinator to
report a 3- to 4-month waiting time for a first prenatal appointment, because the
private physicians limited the number of indigent patients they would
accommodate. Accordingly, about a year and a half after the community
workers were initially funded, the health department was encouraged by the
private physicians to hire a family nurse-practitioner to offer prenatal services at
two field health offices run by the county health department. The nurse-
practitioner referred high-risk women to the private physicians for prenatal care;
county funds were made available to pay for such specialized care. In addition,
the obstetrical staff at the local hospital voted to require physicians who agreed
to care for high-risk indigent women with payment provided by the county to
serve periodically as attending physicians in the health department prenatal
clinics. This new service was soon saturated with women seeking care who had
formerly remained outside the maternity system, thereby lessening the need for
direct casefinding, except in some areas, such as trailer parks, occupied by
exceedingly poor, socially isolated families.

Direct measures of the impact of these initiatives on, for example,
trimester of registration in prenatal care are not available; however, the program
reported that by 1984 the percentage of walk-ins at the local hospital (virtually
the only hospital available for maternity care in the county) had fallen to 5
percent from the 1979 figure of 20 percent. Program staff believe that the
availability of providers willing to accept some low-income women and the
institution of new clinic services were probably the keys to this apparent change
in prenatal care use, not the casefinding activities. As the program director
noted, "Word of mouth makes complicated identification of patients
unnecessary." Increasing social support through home visits from the outreach
workers and other
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community changes probably also contributed to the apparent improvement in
prenatal care use.

A crude cost-benefit analysis of the program was conducted. The analysis
assumed that the program would provide prenatal care to 100 high-risk women
per year in the county and that the cesarean section rate would be 20 percent.
Annual savings from improved prenatal and intrapartum care were calculated to
be one infant's life and $310,000 through reduced rates of low birthweight and
maternal complications. With such figures in hand, along with those on the
declining number of women arriving at the local hospital in labor having had
little or no prenatal care (and evidence of a decline in the area's infant mortality
rate), program leaders were able to convince both the county administrators and
the private physicians of the success of the program and the need to continue
and expand it. Support for the program has also grown because expenditures
from the county indigency fund to cover the high costs of maternal and infant
complications have decreased, probably due in part to the increased use of
prenatal care by the area's poor, high-risk women.

At present, a nurse-practitioner funded by the state continues to provide
prenatal care to poor women in the local health department, referring high-risk
women to private physicians in the community. The county provides funding
not only for the private care of high-risk women, but also for a full-time
perinatal coordinator working in the community. Funds are no longer available
for the casefinding and patient-advocacy services of the community workers,
and these activities have therefore been discontinued.

Prenatal Care Assistance Program—New York State®

New York's Prenatal Care Assistance Program (PCAP), originally the
Prenatal Care and Nutrition Program, resulted from pressures generated by a
formal petition requesting that prenatal care be declared a public health service
to be provided by the state. A report of the Children's Defense Fund showing
that New York State led the nation in the percentage of nonwhite women
receiving late or no prenatal care furthered the cause. In April 1984, the state
legislature appropriated $7.5 million for outreach, education, prenatal care, and
nutritional services for pregnant women who were not eligible for Medicaid,
had no private health insurance, and whose family income was at or below 185
percent of the federally defined poverty level.

Applications for participation in the program were sought from public and
private not-for-profit health care providers serving areas of the state believed to
be at high risk because of their socioeconomic indicators and high rates of
infant mortality and low birthweight. Forty-three providers were selected in
January 1985; by July 1987, the number had grown to 88
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projects, located in all 5 boroughs of New York City and 44 of the 57 upstate
counties.

The PCAP has three major components. The Primary Prenatal Services
component reimburses providers for prenatal and postpartum visits, diagnostic
procedures, and physician or nurse-midwife deliveries. Required services
include risk assessment, health education, nutrition services, psychosocial
services, after-hours and emergency counseling and care, referral of high-risk
patients, referral for pediatric care, and follow-up of missed visits and referrals.
The Outreach and Education Services component includes dissemination of
information on the importance of prenatal care, education to eliminate
perceived barriers, recruitment, linkages with other community services, and
follow-up of clients who miss appointments. These services are supported by
grants to providers for staff and other costs. The third component is Prenatal
Care Development. The state health department is attempting to develop
services in areas without them and to expand services in areas with limited
capacity. Thus, funds are available to support construction or renovation of
service sites, purchase of equipment, and short-term costs of medical service
personnel. The state hopes that by June 1988 these funds will ensure that 98
percent of its population will reside within 20 miles of a PCAP service site.
Initiatives for 1987-1988 include a statewide media campaign, a community
outreach worker program in selected areas, placement of health education staff
in each regional office, a pilot home visitation program in four rural areas, an
increase in the prenatal care and delivery service fee, and an in-depth evaluation
of the PCAP by an outside consultant.

In the fiscal year beginning July 1986, more than 21,600 women were
served by 88 projects in over 120 service sites. The state expects to serve more
than half of the 49,000 women eligible for the program in 1987-1988. The
average cost per client in the 19861987 fiscal year was $639.

A report on over 16,000 clients who entered care during 1985 and 1986,
over 7,000 of whom had completed care, indicated that the PCAP was reaching
racial and ethnic minorities (nonwhite women made up 51.1 percent of clients
and Hispanics of all races totaled 47.1 percent), teenagers (19.3 percent of
clients), and women at high risk (approximately 25 percent met demographic
and medical risk criteria). The PCAP population was not initiating care early,
however: less than 25 percent enrolled in the first trimester, and more than 18
percent delayed care until the third trimester. Nonetheless, the PCAP clients
apparently "made up" for their late initiation of care, because they averaged just
under nine visits.

The legislature has made available almost $26 million for fiscal year 1987—
1988. Approximately $19 million is for the services component,
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more than $3 million for the outreach and education component, and more than
$4 million for the development component.

Prevention of Low Birthweight Program—Onondaga
County, New York’

Another example of a program focused heavily on basic system capacity is
the Onondaga County Prevention of Low Birthweight Program, one of 14
related efforts in the state financed in large part by New York's Maternal and
Child Health Block Grant. The program was developed with state
encouragement and is being led jointly by the Onondaga County Health
Department and the Department of Obstetrics and Gynecology of the State
University of New York's Health Science Center. It began in June 1984 and was
built in part on the area's successful effort to regionalize its perinatal services,
with the assistance and leadership of the Robert Wood Johnson Foundation.
Despite the many accomplishments of the regionalization process—in
particular, striking reductions in infant mortality—it became apparent in the late
1970s and early 1980s that two residual problems required attention. First, the
proportion of infants who were born at low birthweight was remaining
relatively constant rather than declining. Second, a small but persistent
proportion of pregnant women was receiving late (third trimester) or no prenatal
care. A public health nursing survey revealed that, although late registration had
some motivational and socioeconomic roots, inadequate capacity of the prenatal
care system kept out even those indigent pregnant women who applied for early
care.

Onondaga County statistics showed that in 1982 76 percent of pregnant
women in the county obtained prenatal care in the private sector, primarily
through private physicians and an HMO (health maintenance organization).
According to data from the local university and health department, women who
used the private sector initiated care early (94 percent in the first trimester) and
faced only a 1- to 2-week tag between an appointment request and the first
prenatal visit. Patients using the area's four clinics (two hospital clinics, one
school-based clinic, and one neighborhood health center), however, initiated
care later, due in part to a 4- to 8-week lag between an appointment request and
the first visit. State vital statistics for 1981 showed that 84.6 percent of all
Onondaga County residents registered in the first trimester of their pregnancy,
whereas the corresponding percentage for black clients, who were more likely
to use a clinic, was only 56.4 percent. An analysis of the prenatal patients
registered in the clinics in August 1983 revealed that only 24 percent had been
registered in their first trimester. In addition, data for 1981 from the special
Supplemental Food Program for Women, Infants, and Children (WIC) showed
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that only 14 percent of recipients entered WIC in the first trimester, reflecting
the delay of entry into medical care.

Thirty-three census tracts in the central city of Syracuse were identified as
contributing disproportionately to the county's high rates of low birthweight and
late registration in prenatal care. A variety of efforts was made to encourage
pregnant women in this target area to begin prenatal care early in pregnancy.
For example, television spots directed at the target population were developed
and aired; these stressed the benefits of early prenatal care and its role in
reducing low birthweight. Public awareness efforts noted the possible
availability of financial support for prenatal care and encouraged women to
seek care regardless of their financial status. The county health department also
intensified its emphasis on the importance of prenatal care in its communication
with other agencies and clients in the target area. Training sessions were held
for clinic personnel serving large numbers of women from the target area; these
explained ways to make clients feel more welcome and to arrange clinic
procedures so that clients had shorter, more pleasant encounters.

The major emphasis, however, was on increasing the number of prenatal
appointment slots, particularly for new patients. Two strategies were pursued.
First, existing sites in the target area providing a large proportion of services to
clinic patients (such as the Syracuse Community Health Center and the Health
Science Center's Maternity Center) were provided with additional nurse-
practitioner staff so that patient load could be increased. Second, three new
satellite pregnancy diagnosis and triage sites were established in census tracts
having especially high rates of low birthweight and low use of prenatal care.
These new sites offer the full range of services usually provided at a first
prenatal visit, including a history, physical examination, laboratory tests, and
risk assessment. When appropriate, application for Medicaid and WIC is begun.
A pregnant woman typically makes only one visit to a satellite site and is then
referred elsewhere for ongoing care (primarily to the four clinics), depending on
her risk status, place of residence, preferences, and similar factors. Staff spend
significant amounts of time helping patients secure other needed services; in
particular, patients are helped to get prompt appointments for continuing
prenatal care at the facilities to which they have been referred.

The satellite clinics offer appointments within a week or two of a request
(at present, because of the popularity of these satellites, waiting times for
appointments are lengthening), and the appointments are free—two attributes
not shared by any other public facilities in the targeted area. Each satellite clinic
operates a half-day a week and is staffed by a nurse-practitioner with physician
backup, a public health nurse, and a community health aide. These individuals
work in the preexisting clinics

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/731.html

About this PDF file: This new digital representation of the original work has been recomposed from XML files created from the original paper book, not from the
original typesetting files. Page breaks are true to the original; line lengths, word breaks, heading styles, and other typesetting-specific formatting, however, cannot be

retained, and some typographic errors may have been accidentally inserted. Please use the print version of this publication as the authoritative version for attribution.

aching Infants

APPENDIX A 178

during the rest of the week, thereby increasing the clinics' capacity. Anecdotal
reports suggest that these teams are especially effective in developing good
rapport with the clients, in scheduling adequate time for visits, and in referring
clients successfully for ongoing care.

Two different data sets suggest that these improvements in the capacity of
the prenatal care system have increased the proportion of pregnant women in
the high-risk, target census tracts who begin prenatal care in the first trimester.
The first data set spans July 1984 to July 1987 and is composed of 1,290
women residing in the target area who were subsequently identified as being at
high risk for a low birthweight delivery. For this group, the average tag time
between the call for a first prenatal care appointment and the appointment itself
was 4.6 weeks during the first year of the program (1984), declining to 1.9 in
1987.

A second measure of impact is derived from comparisons of trimester of
registration for prenatal care for all births in the target area versus all other
births in the county (so-called nontarget area births). A trend analysis shows a
highly statistically significant increase in the percentage of births to first-
trimester registrants residing in the target area—from 71.5 percent in 1983
(before the program began in 1984) to 76.4 percent in 1986, compared to an
increase of only 1 percent in the nontargeted census tracts during the same
period. This general trend was apparent for white women, nonwhite women,
women age 17 and under, and women age 20 and over. For 18- and 19-year-
olds, the difference was larger. In 1983, 52.8 percent began prenatal care in the
first trimester; in 1986, 66 percent did so, a statistically significant change. In
the nontargeted area, the figure remained essentially stable at about 60 percent.
The impact in the targeted census tracts was great enough to increase the
county's total of first-trimester registration in prenatal care from 81.6 percent in
1983 to 85.8 percent in 1986.

Unfortunately, during these same years there was no reduction in the
percentages of women receiving late or no prenatal care, suggesting that
expanding the capacity of prenatal services cannot, by itself, solve the problem
of nonparticipation. At present, the project is focusing its efforts on drawing this
hard-to-reach population into care.

TYPE 3: PROGRAMS TO IMPROVE INSTITUTIONAL
PRACTICES

In this section are summaries of six programs that try to draw more women
into prenatal care by improving the nature and organization of services
themselves: two Maternity and Infant Care (MIC) Projects, one in Cleveland,
Ohio, and the other in three North Carolina counties; an Improved Pregnancy
Outcome (IPO) Project in two counties in North
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Carolina; an Improved Child Health Project (ICHP) in two areas of Mississippi;
the Child Survival Project of the Presbyterian Medical Center in the city of New
York; and the development of a perinatal system in Shelby County, Tennessee.

Maternity and Infant Care Projects—Ohio® and North
Carolina’

The Maternity and Infant Care (MIC) Projects began in 1963 as a
demonstration program administered by the federal Children's Bureau (whose
health programs are now within the Bureau of Maternal and Child Health). The
data produced by the projects funded in the 1960s suggested that accessible,
high-quality maternity care could reduce the rate of infant mortality. In 1974
every state was required to have at least one such project, and responsibility for
the projects was shifted to the states. According to a 1975 federal publication,
MIC Projects not only provided medical care to pregnant women and their
infants, but also provided social services, nutritional counseling, patient
education, home visits by a project nurse, special services to pregnant
adolescents, transportation, and child care. The projects were also to emphasize
the importance of "humanizing the clinics.” The description of this approach is,
unfortunately, just as pertinent today as it was 12 years ago:

The most important task that each project must accomplish to reach the
community is to overcome the unfavorable impression that many people have
about what they can expect in the way of meaningful help from a public clinic.
The women who come to the project for assistance must be sure that they will
not be faced with long waits in dingy hallways on uncomfortable benches, and
that they will not be rushed through treatment in assembly line fashion.'?

Examples of humanizing include seeing the same obstetrician and public
health nurse at each visit, avoiding across-the-desk interviews by using round
tables, having interpreters available, and, in Atlanta, having "all new
personnel . . . register as new obstetric patients on their first day of employment
and 'go through the clinic.' This experience increases their awareness of what a
patient's average day involves and underlines the importance of treating patients
with respect and courtesy."!!

The MIC Project at the Cleveland Metropolitan Hospital—still in operation
—used many of these approaches during a period in which prenatal care
utilization was studied. It operated five satellite clinics and provided social
service assessments and interventions, health education, nutritional counseling,
home visits, special services for adolescents, and follow-up of missed
appointments.

The project tried in particular to improve the nature of the services from
the clients' perspective. A patient advocacy group was formed to act as an
ombudsman. A "Friends of the MIC" group was formed, with three
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subcommittees: Finders, who found clothes, bassinets, and other items needed
by patients; Go-Getters, who provided transportation; and Rockers, who played
with and rocked young children in clinics while their mothers made their
prenatal visits. Training for staff was provided, to increase their sensitivity to
patient needs and to possible cultural barriers between staff and clients;
continuity of care was increased; and small changes in procedures were made to
demonstrate a caring attitude toward patients (for example, securing parking
spaces near the hospital for pregnant clinic patients). The project also mounted
an intensive promotional campaign aimed at encouraging early entry into
prenatal care. The campaign was staffed by 12 community workers and
included door-to-door canvassing; explicit encouragement of word-of-mouth
referrals (enrolled clients were asked to bring in pregnant friends and relatives);
Koffee Klatches in housing projects and elsewhere, during which the MIC
Project was explained; and free pregnancy testing with immediate referral of
those testing positive to prenatal care.

A formal evaluation of program impact on various measures of outcome
was conducted by comparing more than 3,000 mothers who received MIC care
in 1976 and 1977 with approximately half that number who received care and
delivered at the same hospital but who were ineligible for MIC care because
they resided outside the target area. The MIC and comparison groups were
similar on numerous sociodemographic measures, but the MIC group had
higher levels of medical and obstetric risk. The rates of early registration for
care were significantly higher in the MIC group (MIC: first trimester, 47.6
percent; first half of pregnancy, 69.0 percent; non-MIC: first trimester, 34.0
percent; first half of pregnancy, 56.5 percent).

Project staff report that many of these service improvements were not
sustained beyond the 1970s. The 12 community workers, for example, were
decreased to 4 by 1979. In recent years, rates of early registration in prenatal
care have reportedly decreased.

The MIC Project in North Carolina operated in three rural counties. Its
services included active casefinding, transportation, public health nursing,
nutrition and social services, health education, and follow-up of missed
appointments. Participants between 1970 and 1977 were compared to similar
residents in three other counties during the same period. The two sets of women
were quite comparable, but there were some significant differences, including
higher risk for inadequate prenatal care in the MIC group. Compared to the
control group, the MIC population was more heavily nonwhite, unmarried, and
less educated. Nonetheless, the MIC group exhibited a smaller proportion of
women with inadequate care (Kessner index definition) than did the comparison
group. Moreover, when five risk factors were held constant
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in the analysis (the three already mentioned plus two measures of obstetric
risk), a larger proportion of the MIC group than of the comparison group
received quantitatively adequate care (Kessner index definition).

Improved Pregnancy Outcome Project—Two Counties in
North Carolina'?

The federal Improved Pregnancy Outcome (IPO) Project began in 1976.
States with high rates of infant mortality received funds to "improve maternal
care and pregnancy outcomes." States were given considerable freedom to
design their IPO programs, though improving organizational arrangements was
emphasized at the federal level. For its IPO Project, North Carolina chose a two-
county project site that was disproportionately rural and poor, with excessive
rates of perinatal and infant mortality. Prenatal and maternity resources in the
area were extremely limited. Funds were used to increase maternity services by
having certified nurse-midwives provide maternity care, with obstetric backup,
and to expand health department services to include social services, health
education, and nutrition counseling. The program also featured casefinding and
transportation, directed particularly at teenagers and others at high risk.

The project was evaluated by comparing the experience of IPO registrants
to that of all women in the IPO counties (including the registrants) and to
women in several neighboring counties judged to be roughly comparable in
health care resources and in both socioeconomic and perinatal status.
Evaluation was confined to black women. In 1972-1976, before the project
began, about 27 percent of black women in the IPO counties and 19.5 percent of
black women in the comparison counties received quantitatively adequate
prenatal care (defined by a modified version of the Kessner index). By 1979-
1981, during which time the project was operating and the evaluation data
collected, 49.6 of black women in the IPO counties and 41.2 percent of IPO
registrants received adequate care versus 30.3 percent of black women in the
comparison counties.

Improved Child Health Project—Two Areas of Mississippi'®

The federal Improved Child Health Projects (ICHP) were initiated in 1978
to improve pregnancy outcomes and followed the same pattern as the IPO
Projects, although a portion of the funds was to be used for in-hospital care. In
Mississippi, two projects were funded (ICHP #1 and ICHP #2), each of which
covered several counties. In general, the funds were used to add staff to health
departments and to provide transportation, social
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services, tracking, and casefinding services. High-risk referral centers were also
established.

The project was evaluated using several comparison groups. The results
were mixed. In one set of ICHP counties, the percentage of all women with
quantitatively adequate care (using a modified Kessner index definition)
increased 14.6 percent between 1975-1978 and 1979-1981, while in the
comparison counties it increased by only 9.2 percent. In a second set of ICHP
counties, the percentage of all women with adequate care increased 3.5 percent
over the same interval but increased even more—=8.7 percent—in the control
counties. The evaluators believe this is because the first group of counties used
a community-planning approach involving both public and private providers,
while the second group of counties had problems in implementation, resulting
in, among other things, less success in reaching target populations.

Child Survival Project, Columbia—Presbyterian Medical
Center—New York City#

Columbia-Presbyterian Medical Center (CPMC) serves the Washington
Heights neighborhood of New York City, an area with a large Hispanic
population and high rates of poverty and teenage pregnancy. Many residents in
1982 were newly arrived immigrants, including an unknown number who were
in the United States illegally. Lack of knowledge about the health care system,
lack of English-language skills, and significant financial constraints posed
serious obstacles to the use of health services generally, and timely prenatal
care in particular. Data from the New York City Department of Health revealed
that in 1982 28 percent of women in the community received late or no prenatal
care.

A grant from the Child Survival/Fair Start Program of the Ford Foundation
to the Center for Population and Family Health of the Columbia University
School of Public Health financed a program from 1982 to 1985 to reduce the
percentage of community women receiving inadequate prenatal care. Other
program goals included improving infant feeding practices (specifically,
encouraging breast-feeding) and bolstering the use of health care services
during the first years of life. The program pursued a complex blend of activities
within the Medical Center and within the community as well, trying in
particular to strengthen links between the two. Within the community, for
example, the program used volunteers and existing networks to call attention to
issues of maternal and child health and to disseminate information to pregnant
women and new mothers on such topics as the elements of well-baby care and
where to go for checkups. In general, the program leaders found that the
institutional changes they accomplished within the hospital were more
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easily measured and probably more successful than the more diffuse efforts in
the community. Two of the hospital-based activities are summarized here: an
effort to shorten the time between confirmation of pregnancy and first prenatal
visit, and making the Medicaid certification process less complex.

To speed entry into prenatal care, the Child Survival Team arranged for a
nurse-midwife and a bilingual health advocate to be placed in the hospital's
pregnancy screening clinic. The nurse-midwife counseled all women about the
need for prenatal care and healthful behavior during pregnancy and also
screened and referred women at high risk for poor pregnancy outcomes. In
addition, the obstetrics department agreed to designate all women age 18 and
under or who first visited the clinic in their third trimester as high risk and thus
immediately eligible for prenatal care, regardless of ability to pay. The health
advocate guided patients through the process of making an appointment for
prenatal services, which was especially difficult for women who spoke little or
no English. In addition, the appointment system for financial screening,
laboratory services, and the initial visit was centralized, and the number of
appointments for financial screening and prenatal care was increased.

With regard to Medicaid, it was clear that the certification process was a
major block to care, since an appointment for an initial prenatal visit could not
be made until the pregnant woman actually had a Medicaid card. The process
was made particularly difficult because the city's Medicaid application form had
not been translated into Spanish. In addition, the Medicaid Eligibility Unit at the
hospital had been limited to inpatient care. Agreement was reached to hire a
bilingual staff member to work in the outpatient obstetric clinic. This worker
saw women the same day they had a positive pregnancy test, assisted them in
completing the Medicaid application form and in obtaining the necessary
documentation, made appointments at the city Medicaid office, and helped
resolve problems that arose in the application process. Efforts to get the
application form translated into Spanish were successful. Additional changes
included the employment of a liaison person to hand carry the completed
Medicaid applications to the Medicaid office, correct mistakes, and obtain a
Medicaid number. The hospital also agreed to allow prenatal appointments to be
made for women who had been notified in writing that their Medicaid
application had been accepted but who had not yet received their Medicaid
card. And finally, a reduced-rate prenatal package, payable in installments, was
introduced for women ineligible for Medicaid.

These several institutional reforms reduced the delay in obtaining a first
prenatal appointment from up to 90 days after the positive pregnancy test to
about 2 weeks. According to the program's leaders, the improvements in
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bureaucratic process, coupled with such other program elements as the
placement of a bilingual health advocate in the prenatal clinics and the
community-level health education initiatives alluded to earlier, led to increased
patient understanding of and satisfaction with prenatal care. Most of the system
improvements have remained in place.

The team leader traces the project's success to the involvement of the
bureaucracy in the process of change and the ability of the Child Survival team
to show that not only did community women benefit from the program, but so
did the medical center. The overall costs of the changes to the hospital,
especially additional staff, were substantially reduced by the increased volume
of visits and more timely Medicaid reimbursements, since more women were
found eligible for Medicaid and began making visits earlier. However, detailed
cost computations are not available.

Development of a Perinatal System in Shelby County,
Tennessee!®

In 1977 the Department of Obstetrics and Gynecology at the University of
Tennessee established a Division of Ambulatory and Community Medicine and
recruited two faculty members whose charge was to convert fragmented
services in Memphis and Shelby County into a smoothly functioning system of
perinatal services for women relying on care provided in publicly financed
settings. At the time, prenatal care for these women was fragmented among
health department clinics, hospital clinics, and grant-funded neighborhood
health centers, and there were 6- to 8-week delays for a first prenatal
appointment at the county hospital clinic. Although all deliveries occurred at the
county hospital, there was little communication of patient information among
the various facilities, no standardized prenatal record, and deteriorating attitudes
toward patients among personnel at the clinic. As a result of these problems and
others, the infant mortality rate within the area was over 20 deaths per 1,000
live births, and many patients who had not received care or for whom no record
of care was available came to the county hospital for delivery.

The providers, including the medical faculty and the staffs of the county
hospital and the health department, developed a plan to integrate the facilities
into a coordinated perinatal care system. The initial risk assessment at the
county hospital clinic was continued, but all low-risk patients were referred to
the health department clinics for ongoing care; a standard prenatal record was
adopted; an improved appointment system was instituted; and obstetrical
faculty were assigned to all prenatal clinics in the county hospital, with the goal
of changing the attitudes and behavior of the providers in those settings. In
order to improve the quality of care, the number of health department clinics
was reduced from 12 to 6, allowing
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each clinic to be staffed by specially trained nurses, and a 1-month training
program and protocol were developed for the health department nurses who
provided prenatal care. These programs were subsequently expanded to include
three adjoining rural counties under the auspices of the Robert Wood Johnson
Foundation's Rural Infant Care Program.

From 1980 to 1985, the percentage of women delivering at the county
hospital who initiated care in the first trimester increased from 16 to 23 percent,
and the percentage with no prenatal care decreased from 26 to 14 percent.
According to the project director, other results included a reduction in the time
between initial call and first appointment from 6 weeks to 5 days at the county
hospital clinic, an increase in the percentage of patients enrolled in the system
whose records were available at time of delivery (from 40 to 95 percent),
improved skills among the nurses in health department clinics, and improved
attitudes among providers in the county hospital clinic.

TYPE 4: PROGRAMS THAT CONDUCT CASEFINDING

Ten examples of casefinding for prenatal care were studied by the
Committee. The Central Harlem Outreach Program and the Community Health
Advocacy Program of New York City have collected data on the casefinding
effectiveness of outreach workers. The Better Babies Project of Washington,
D.C., and the Maternity and Infant Outreach Project of Hartford, Connecticut,
employ a wide variety of casefinding techniques, including outreach workers.
Three hotlines were studied—the Pregnancy Healthline in New York City, 961-
BABY in Detroit, and CHOICE in Philadelphia. Two examples of casefinding
through referrals among programs were assessed—a Tulsa, Oklahoma, project
that provided free pregnancy testing coupled with volunteer advocates linking
pregnant women to prenatal care, and a set of studies that examine the role of
WIC nutrition programs in recruiting pregnant women into prenatal care.
Finally, the Committee reviewed a recent baby shower project in Michigan, a
type of incentive-oriented effort to recruit women into prenatal care.

Central Harlem Outreach Program—New York City!®

The Central Harlem Outreach Program operated between August 1, 1982,
and September 30, 1983. It was financed by the Commonwealth Fund to
develop and test strategies that might decrease perinatal and early childhood
morbidity in a group of urban, low-income mothers and infants. Central Harlem
is home to a group of economically deprived black families whose rates of
inadequate prenatal care, adolescent pregnancy, low
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birthweight, and infant mortality are significantly higher than those of the city
as a whole.

The program had three components: an outreach program designed to
identify pregnant women early in their pregnancies and enroll them in care in
the Harlem Hospital system; a travel allowance for enrolled women during
pregnancy and their infant's first year to encourage compliance with prenatal
and child care; and a group of community workers—"maternal advocates"—to
provide basic health information and social support during pregnancy and the
first year postpartum. Only the first component will be described.

Four outreach workers (ORWs) were employed to locate pregnant women
not in prenatal care and recruit them into the Harlem Hospital system. All were
community residents, had extensive social networks, were unemployed, and
seemed comfortable on the street. They were supervised by a social worker who
was also a community resident. The ORWs met twice a week with the
supervisor to discuss strategies for finding pregnant women. The ORWs were
paid a small commission ($10) for each pregnant woman they found who
entered the Harlem Hospital system. In addition, the ORWs received a salary,
but it was less than that of comparable workers in the hospital.

The ORWSs reported using a variety of strategies. They began by
advertising the program. They designed flyers and placed them where women
would see them. They spent most of their time in welfare offices and clinic
settings, but they also did door-to-door canvassing in apartment buildings and
approached women on the streets. Casefinding in apartment buildings and
housing projects yielded few contacts, because fear of crime has led to mistrust
of door-to-door canvassers.

The outreach program was carefully evaluated. In 1 year, three full-time-
equivalent ORWs (there was some attrition) made approximately 7,400
contacts, an estimated 20 contacts per day. They located 285 pregnant women,
of whom 104 were not receiving prenatal care. Only half of these enrolled in a
Harlem Hospital facility. Women who enrolled as a result of outreach contact
started care slightly earlier than those who did not (at 15.8 versus 17.0 weeks).
They were more likely to be 20 or older, to live with a husband or boyfriend,
and to have experienced a prior adverse outcome of pregnancy.

The outreach component of the program cost approximately $44,000,
including all of the ORWs and one-third of the supervisor's salaries, incentive
payments to the ORWs, and miscellaneous expenses. Thus, the cost was $6 per
contact; $155 per pregnant woman located; $440 per potential enrollee; and
$846 per actual enrollee. The program staff were not convinced that this was a
cost-effective way to encourage enrollment in the Harlem Hospital system of
prenatal care.
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Community Health Advocacy Program—New York City!”

Before its efforts within the Presbyterian Medical Center (see the
description of the Child Survival Project, above), the Center for Population and
Family Health implemented a community-based project to link high-risk
women and adolescents to prenatal and other reproductive health services. This
Community Health Advocacy Program was supported by federal and state
agencies and a consortium of private foundations and was designed to train
bilingual (Spanish and English) community residents, called health advocates,
to provide preventive health education, referral, and counseling services in
homes and other community sites. Social area analysis was used to identify
those census tracts in the Washington Heights community that had had high
rates of poor birth outcomes over the preceding several years. The program
focused on finding individuals in the target area who do not often use
preventive services without special encouragement or assistance and linking
them to services at the Columbia-Presbyterian Medical Center and other health
care sites in the city. The program stressed contraception, prenatal care, and
general concepts of reproductive health. Volunteers were used to supplement
the casefinding and health education work of the salaried health advocates.

Over an 18-month period (April 1981 to September 1982), 979 men and
women became registered clients of the program; that is, they allowed an
advocate to discuss health and social services needs with them, received
referrals, general counseling, and advocacy support as appropriate, and agreed
to be contacted again for follow-up. Of the 979 clients, 72 women (7 percent)
were either pregnant or possibly pregnant. Of the 72, 32 were already receiving
pregnancy-related services; thus, only 40 of all individuals contacted (4 percent)
were in need of prenatal care. All of these women were referred to prenatal
services by the health advocate, but 13 did not go to the site to which they were
referred. Larger numbers of women, especially teenagers and older women,
were located who needed other reproductive health services, but follow-up data
suggest that more than half the referrals for such services were unsuccessful.
Follow-up information on over 60 percent of the referrals, however, was not
available.

The program leader has suggested several reasons that might account for
the limited impact. First, the project's evaluation design prevented the program
from expanding beyond an initial 10-block area, even though it soon became
clear that the number of persons in need of services who could be contacted by
an advocate was very low. Second, although most of the community residents
were from the Dominican Republic, many of the health advocates and
volunteers that assisted in the door-to-door canvassing were from other ethnic
groups, raising issues of cultural incompatibility.
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In particular, a large proportion of community residents were newly arrived
immigrants (an unknown proportion of whom were in the United States
illegally) who might have been suspicious of representatives from a formal
institution.

A high rate of staff and volunteer turnover limited the ability of the
program to sustain a consistent image in the target areas, and over time many
volunteers left for paying jobs, particularly those who were more highly skilled.
(Some approaches to recruiting, training, and maintaining volunteers, however,
were found to be useful and have been described thoughtfully in a final program
summary submitted to funders.) This underlying instability was compounded by
the fact that the target communities were themselves highly mobile; 54 percent
of program clients had been in the community less than 5 years, and moves
within the neighborhood were frequent. Security problems increased program
costs, since staff would work only in pairs and canvassing had to be limited to
daylight hours.

It also became apparent that other concerns, such as jobs, housing, and
instruction in English, were of much greater importance to neighborhood
residents than preventive health care. In response to this finding, the project
made several modifications in its approach. For example, the staff developed a
series of pamphlets on health maintenance that were used in English-as-a-
second-language classes in the community as a part of the Child Survival
Project described earlier.

The Better Babies Project—Washington, D.C.'8

The Better Babies Project (BBP) is an intervention program that is
attempting to reduce the incidence of low birthweight by 20 percent in nine
contiguous census tracts in the District of Columbia; the population in this area
is largely black and poor. Begun in 1986, the project is to be completed in 1990,
after which point its impact on low birthweight will be assessed. Several
comparison groups have been defined, and a sophisticated evaluation is planned
with the assistance of the National Institute of Child Health and Human
Development.

BBP employs many methods to locate pregnant women in the target area
and enroll them in the program. Once in the program, women are linked to
prenatal services, if they are not already in care (most are); their risks for low
birthweight are assessed; and an individual treatment plan is developed and
carried out to address those risks. Most enrollees—known as participants—are
in monthly, often weekly, contact with the program.

BBP includes a casefinding staff of 10 and a drop-in center. Eight Service
Coordinators, under the supervision of two Service Supervisors, are responsible
for casefinding, using neighborhood canvassing and other
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techniques, and for providing health education and friendly support at the drop-
in center and in participants' homes. Multiple types of canvassing are used.
Service Coordinators are assigned areas and given logs, maps, and lists of
addresses to improve their efficiency. In each area, they stop women, men, and
children on the street to tell them about BBP, asking women to come to the
drop-in center if they are pregnant and asking everyone to pass the message to
friends who are pregnant. Carrying bright yellow canvas bags with large BBP
emblems, they systematically knock on household doors and talk to anyone who
responds, selectively leaving buttons, key chains, or refrigerator magnets as
reminders. A BBP pamphlet or flyer is slid under the door when there is no
answer and is handed selectively to people met at home or on the street. As
safety measures, the Service Coordinators usually work in pairs, occasionally
attend the police roll call, and carry boat sirens to use in an emergency.

Service Coordinators also visit local businesses and bring the message of
the importance of prenatal care to owners and salespeople, always including a
request to refer pregnant women to BBP. By special arrangement, recruiting
also takes place in the waiting rooms of several public and private clinics. BBP
has attempted telephone canvassing, but did not find it very productive. Some
poor households do not have phones. When the caller does reach a low-income
household, the number of women recruited is low, since pregnancy is not that
common, even when pregnancy among friends is included. BBP staff note,
however, that telephone canvassing is often the only way to reach women who
do not leave their homes and will not answer the door. The phone is also used
regularly to canvass former participants and staff members' personal networks
in the community. Service Coordinators spend approximately 20 percent of
their time in casefinding and the remainder in offering specific interventions
(such as help in smoking reduction) in participants' homes or the drop-in center
and in providing friendly support.

Third-party referrals are also sought by staff. Service Supervisors maintain
contact with WIC and welfare offices, EPSDT (the Early and Periodic
Screening, Diagnosis and Treatment Program of Medicaid) staff, school
personnel, clergy, social service agencies, day care centers, women's groups,
soup kitchens, battered women's shelters, and private physicians. The program
has two public service radio announcements that are aired occasionally. Staff
also participate periodically in local radio talk shows.

The drop-in center, which functions primarily as a base for social support
and intervention activities, also assists in casefinding. Its visibility reminds
pregnant women of the need for care and provides a place where they can
receive help in selecting a source of prenatal care and obtaining an appointment.
The center offers free pregnancy testing; women who have positive tests are
guided immediately to a prenatal care provider, as
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appropriate. Women using the center for group activities, snacks and light
meals, or rest often inform the staff of pregnancies among relatives and friends.

BBP uses cash and other participation incentives. A $10 monthly stipend is
offered to women who keep their prenatal appointments. A woman can receive
a maximum of between $50 and $100, depending on how early in her
pregnancy she enrolls. The money is intended to help defray costs associated
with prenatal care, such as transportation to appointments, medications, and
child care. Moreover, anyone who successfully refers a pregnant woman to
BBP receives $5 for the referral. The BBP staff believes that the financial
incentive is not viewed by participants as being as important as the friendly
support from the Service Coordinators and the availability of the drop-in center
in enrolling women and sustaining their participation.

Data will not be available until late 1991 on the impact of the program on
low birthweight. Preliminary data are available, however, on the characteristics
of women enrolled in the program between January 1,1986, and March 31,
1987, and on the yield of specific casefinding efforts. Of 520 women contacted
and believed to be eligible for enrollment (that is, believed to be less than 32
weeks pregnant and a resident of the target area), 66 percent were already in
prenatal care, 30 percent were not, and 4 percent were not certain they were
pregnant. Of the women enrolled in the program, 64 percent were between 0
and 20 weeks pregnant; 78 percent entered prenatal care between 0 and 21
weeks. Those not in care at the time of initial contact were earlier in their
pregnancies than those already in care.

Referrals came from a wide variety of sources: 30 percent from
neighborhood and door-to-door canvassing, 22 percent from friends and
relatives, 15 percent from clinics and hospitals, and 12 percent from other
participants; 10 percent were walk-ins with no specific referral source.
Telephone surveys and the media advertisements yielded about 3 percent of
referrals. The rest were from a variety of sources, including one referral from
the District's Commissioner of Public Health.

Information is also available on the source of referral for participants who
are pregnant and already in prenatal care versus those who are pregnant but not
yet in care. As expected, clinics and hospitals generate more program
participants who are in care than not, but otherwise the relative yield of various
referral sources is about the same for both groups. In 1986, 44 percent of
enrolled women already in care were referred by a friend, relative, or other
participant or were walk-ins with no referral source; 17 percent were referred by
a clinic or hospital; 31 percent came from neighborhood canvassing; and the
rest came from other sources. For pregnant women not in care, referral sources
were 47 percent from a
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friend, relative, or other participant or were walk-ins; 5 percent were from a
clinic or hospital; 36 percent from neighborhood canvassing; and the rest were
from other sources.

The Maternity and Infant Qutreach Project—Hartford,
Connecticut"

The Hartford Action Plan on Infant Health was developed in the early
1980s in response to the city's very high rate of infant mortality. It was
spearheaded by a consortium of corporate leaders, including representatives of
banks and insurance companies. The Maternity and Infant Outreach Project
(MIOP) is one of the Action Plan's components and was built on the experience
of the city's Improved Pregnancy Outcome Project and longstanding Maternity
and Infant Care Project. Like the Better Babies Project in Washington, MIOP
does not provide prenatal care directly, but rather offers services that
supplement medical care. These services include social support, counseling on
nutrition, help in securing welfare and housing assistance, and assistance with
substance abuse problems, often through home visiting. Program participants
are followed through the first 6 months of the baby's life. Seven neighborhoods
with high rates of infant mortality were targeted when MIOP began in July
1985. As of December 31, 1987, 1,057 women have been enrolled in the
program, which is housed in the Hartford City Health Department and is funded
by both private and public donors. The seven neighborhoods were divided into
three areas, and a team composed of a health educator and two neighborhood
health workers was assigned to each area. The workers try to recruit pregnant
women into care and to provide social support.

MIOP has collected data on referral sources and on the yield of its
casefinding activities. About 40 percent of MIOP clients are referred to the
program by community clinics and by the obstetric clinics in the three Hartford
hospitals. These women are already in prenatal care but are referred to MIOP
because the clinic providers judge them to be at high risk of a poor pregnancy
outcome or difficulties postpartum, or both. Defined risk factors include social
isolation, being 16 or younger, a history of social or emotional problems, and a
previous preterm delivery. Seventeen percent are referred by family planning
clinics, and 36 percent are referred through such MIOP casefinding activities as
street and door-to-door canvassing, group discussions in community settings,
media announcements, and the efforts of neighborhood Baby Watch volunteers.
Street and door-to-door canvassing was the most successful of these casefinding
methods, yielding 16 percent of program participants. Self-referral or other
clients accounted for 12 percent of referral sources. Media spots, Baby Watch
volunteers, and referrals from other neighborhood organizations each yielded
very few participants.
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MIOP has specifically examined the methods most successful in locating
pregnant women not already in prenatal care and has concluded that family
planning clinics are key referral sources. Forty-three percent of MIOP
participants who were in their first trimester of pregnancy but not in care were
first identified through the health department's family planning clinic. Street
canvassing and door-to-door inquiries yielded 25 percent of this group; self-
referral accounted for 10 percent. More than half (54 percent) of MIOP clients
not in care who were in the second trimester of pregnancy were referred by the
family planning clinic, and 23 percent were identified via street canvassing and
door-to-door work. For women in the third trimester, the family planning clinic
remained the most successful referral source. In light of these data, increased
efforts are being made to recruit clients through family planning systems. The
project director reports that threats of violence and general security concerns are
forcing them to decrease street and door-to-door canvassing, even though these
methods, too, seem effective.

The program costs approximately $430,000 per year. The community
workers receive about $17,000 annually. No evaluation of the project has been
completed that relates costs to the number of clients found by the casefinding
work.

MIOQOP does not know whether its casefinding and advocacy are leading to
earlier registration and continuation in prenatal care. Although first-trimester
registration rates increased in five of the seven targeted neighborhoods between
1985 and 1986 (from 48.8 percent to 52.3 percent; MIOP began in July 1985),
comparison data from other neighborhoods have not been analyzed, and
specially constituted comparison groups have not been defined.

Pregnancy Healthline—New York City?’

The Pregnancy Healthline (PHL) is an ongoing project of the New York
City Health Department, part of a mayoral initiative to decrease both infant
mortality and the percentage of women who receive late or no prenatal care.
The Healthline number is answered by a PHL staff member from 9:00 a.m. to
5:00 p.m., Monday through Friday. After 5:00 p.m. and on weekends and city
holidays, a recorded message instructs callers to leave a number at which their
call can be returned. All PHL staff are female. Their education varies from a
high school degree through master's training. Several are bilingual, and two are
trilingual. All are trained in women's health issues.

The PHL goes beyond the usual question-answering and referral functions
of a hotl